Full issue by Counseling Association, Mississippi
Journal of Counseling Research and Practice 
Volume 6 
Issue 1 Fall 2020 Article 6 
2020 
Full issue 
Mississippi Counseling Association 
Follow this and additional works at: https://egrove.olemiss.edu/jcrp 
 Part of the Counseling Psychology Commons, and the Counselor Education Commons 
Recommended Citation 
Counseling Association, Mississippi (2020) "Full issue," Journal of Counseling Research and Practice: Vol. 
6 : Iss. 1 , Article 6. 
Available at: https://egrove.olemiss.edu/jcrp/vol6/iss1/6 
This Full Issue is brought to you for free and open access by the Education, School of at eGrove. It has been 
accepted for inclusion in Journal of Counseling Research and Practice by an authorized editor of eGrove. For more 














Counseling Research and Practice 
Volume 6 Number 1 Fall 2020 
EDITOR-IN-CHIEF
Rebekah Reysen 
University of Mississippi 
EDITORIAL REVIEW BOARD
George R. Beals 




Daya Singh Sandhu 
Lindsey Wilson College 
Chelsey Holden 
University of Southern 
Mississippi 
Gloria Dansby-Giles 
Jackson State University 
JungSu Oh 
Eastern Illinois University 
Donna S. Sheperis 
Palo Alto University 
Yuleinys A. Castillo 
California State University, 
Fresno 
Suzanne Degges-White 
Northern Illinois University 
Lacey C. Overley 
Arkansas State University 
Kevin B. Stoltz 
University of North Alabama 
Sarah N. Brant-Rajahn 
Middle Tennessee State 
University 
Franc Hudspeth 
Sacred Heart University 
Julia Y. Porter 
Mississippi State University 
Eric Suddeath 
Mississippi State University 
Monique N. Rodriguez 
The University of New 
Mexico 
Daphne H. Ingene 




University of Mississippi 
Kristen N. Dickens 
Georgia Southern University 
Cheryl Justice 
Mississippi State University 
Hewitt Rogers 
University of Georgia 
Chris Wilder 















Kayla VonBurg (Editorial Assistant & Word Processing) 
Katie Cayson, M.Ed. (Cover) 
University of Mississippi 
Journal of 
Counseling Research and Practice 
Volume 6 Number 1 Fall 2020 
The Journal of Counseling Research and Practice (JCRP) is supported by the Mississippi Counseling 
Association (MCA) for the purpose of promoting professional growth and enhancing the skills of professional 
counselors. The primary goals of the journal are to: (a) enhance research and scholarly pursuits, (b) promote best 
practices among professional counselors, and (c) share creative and innovative strategies. The editor-in-chief of the 
JCRP invites counselor educators, practitioners, and counseling education students to submit manuscripts that meet 
the following qualifications: 1. Research and Theory, 2. Innovative Practices/Current Issues, 3. Multicultural Issues, 
4. Graduate Student Works.
Research and Theory 
Manuscripts in this area must describe original research on topics pertaining to counseling. This section will host a 
variety of topics that include both quantitative and qualitative inquiry. 
Innovative Practice/Current Issues 
Manuscripts in this area must provide thorough descriptions of techniques, strategies, skills, and activities that have 
been developed and/or implemented by counselors in practice. 
Multicultural Issues 
Manuscripts in this area must include research, innovative approaches, and current issues that address multicultural 
populations that include race, ethnicity, gender, sexual orientation, religion, and socioeconomic status. 
Graduate Student Works 
Manuscripts in this area must include written works that include original research that is conducted during graduate 
training. 
Publication Guidelines. APA Guidelines (7th edition) should be followed throughout for format and citations. 
Authors are responsible for the accuracy of references, tables, and figures. Manuscripts should be no more than 25 
pages in length, including references, tables, and figures. 
Title: A separate first page of the document should include the title, author(s) name, and institutional affiliation of 
all authors (if not affiliated with an institution, city and state should be listed). 
Abstract: Please include an abstract describing the article in 50-100 words. 
Submission Guidelines. All manuscripts must be submitted electronically to Dr. Rebekah Reysen at 
rhreysen@olemiss.edu as an email attachment using Microsoft Word. The submitted work must be the original work 
of the authors that has not been previously published or currently under review for publication elsewhere. The 
Journal of Counseling Research and Practice retains copyright of any published manuscripts. Client/Research 
participants’ anonymity must be protected, and authors must avoid using any identifying information in describing 
participants. All manuscripts are initially reviewed by the editor-in-chief with acceptable manuscripts sent to 
additional reviewers of the editorial board. Reviewer comments, suggestions, and recommendations will be sent to 
the authors. Authors and reviewers remain anonymous throughout the review process.
Journal of 
Counseling Research and Practice 
Volume 6 Number 1 Fall 2020 
TABLE OF CONTENTS 
School Counselors Applying the ASCA 2016 Ethical Standards 
Glenda S. Johnson 
Josh C. Carrico 1 
Counselor, Know Thyself. The Impact of Mental Health Literacy and Stigma on 
Stress and Satisfaction in Practicing Counselors 
Allison Crowe 
Patrick Mullen 
Allison Spargo 19 
Development and Validation of the Optimal Supervision Environment Test (OSET) 
Ki Byung Chae 
Charles R. McAdams III 38 
Best Practices in Multicultural Supervision in Counseling 
Caroline Fernandes 
W. David Lane 57 
Using an Idiographic Approach to Clients with Health Anxiety 
Scott Peters 
Christine D. Gonzalez-Wong 67 
>>>>>>>>Subscription to JCRP<<<<<<<< 
All inquiries regarding the Journal of Counseling Research and Practice should be directed to 
the Editor-In-Chief: 
Rebekah Reysen, Ph.D., NCC, LPC, DCC 
rhreysen@olemiss.edu 
Assistant Director of Academic Support Programs & Adjunct Assistant Professor 
Center for Student Success & First-Year Experience 
The University of Mississippi 
+1 (662) 915-2352
1 
School Counselors Applying the ASCA 
2016 Ethical Standards 
The Journal of Counseling Research and Practice (JCRP) 
Volume 6, No. 1 
(1-18)
Glenda S. Johnson 
Appalachian State University 
Josh C. Carrico 
McAlpine Elementary School 
Abstract 
As the student population becomes more diverse in the United States (Human Rights 
Campaign, 2018; National Center for Education Statistics, 2018), school counselors (SCs) are 
also called upon to provide comprehensive school counseling programs to meet the needs of all 
students (ASCA, 2019). In addition to following the profession’s national model, the American 
School Counseling Association’s Ethical Standards (2016) provide a set of guidelines 
including specific language aimed at providing culturally competent counseling services to 
students and stakeholders. With this in mind, the purpose of this manuscript is twofold. The 
first goal is to provide SCs with strategies for use when providing services to diverse students. 
Next, the authors will highlight sections of the ASCA Ethical Standards for School Counselors 
(ASCA, 2016) that specifically address diverse students’ needs. Case scenarios will also be 
provided. 
As the U.S. population becomes 
increasingly diverse (U.S. Census, 2014), so 
does the P-12 student population. Therefore, 
it is becoming more and more imperative for 
school counselors (SC) to provide culturally 
competent counseling services to this 
rapidly evolving diverse student population. 
Cultural competence, as described by Ball et 
al. (2010), is “knowledge and skills related 
to practice that value diversity and reflect 
effective practice across cultures” (p. 121). 
Through various accreditation (e.g., Council 
for Accreditation of Counseling and Related 
Education Programs [CACREP]) and special 
recognition preservice programs (e.g., 
American School Counseling Association 
Specialized Professional Association 
(ASCA SPA), SCs are trained, to provide  
these services. Additionally, the American 
School Counselor Association calls upon  
SCs to implement a comprehensive school 
counseling program (CSCP) using the 
ASCA National Model (2019). Coupled 
with ASCA’s National Model, SCs are 
ASCA’s Ethical Standards for School 
Counselors (ASCA, 2016), which include 
mandates for SCs to provide counseling 
services to students, teachers, parents, and  
Correspondence concerning this article 
should be addressed to Glenda S. Johnson, 
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other stakeholders with a focus on 
consideration of diversity. Keeping these 
resources at the forefront, the purpose of this 
article is twofold. The first goal is to provide 
SCs with culturally competent strategies 
from the literature to inform the 
implementation of their CSCP. Secondly, 
the goal is to highlight sections of the ASCA 
Ethical Standards for School Counselors 
(ASCA, 2016) that intentionally focus on 
providing culturally competent counseling 
services to students and stakeholders.  
The student population in the United 
States continues to increase in diversity 
(Human Rights Campaign, 2018; National 
Center for Education Statistics, 2018; 
National Center for Children in Poverty, 
2019). For example, regarding race, the 
Hispanic student population is the fastest-
growing population in the U. S. (U.S. 
Census Bureau, 2016). Additionally, the 
number of youths who identify as lesbian, 
gay, bisexual transgender (LGBTQ) 
continue to grow in the U.S. (Human Rights 
Campaign, 2018). The number of students 
receiving special education services under 
the individuals with disabilities act (IDEA) 
decreased from 13.8 (2014-15) to 13.7 
(2017-19) (NCES, 2020). However, there 
was an increase in students (1.5 percent) 
receiving accommodations under Section 
504 (The Advocacy Institute, 2015); 
thereby, resulting in an overall increase in 
the number of students identified as having a 
disability. A look at the statistics of these 
identified groups of students provides a 
glimpse of the diversity in U.S. schools 
today. With a CSCP in place, which 
includes following the profession’s ethical 
standards, school counselors can provide 
services to all students regardless of their 
diversity (ASCA, 2019; ASCA, 2016).  
Comprehensive School Counseling 
Programs  
The four components of a CSCP 
include define, manage, deliver, and assess 
(ASCA, 2019). Specifically, the deliver 
section consists of SCs providing classroom 
instruction, small group counseling, 
individual counseling, planning, appraisal, 
and advisement, consultation, collaboration, 
and referrals (ASCA, 2019). One delivery 
method designed to reach all students is 
providing classroom instruction. School 
counselors present and/or work with 
teachers to deliver classroom instruction 
lessons. In order to teach culturally 
competent lessons, the astute SC knows the 
various cultures represented in their current 
school population. This is indeed a daunting 
task for a variety of reasons. For example, 
some differences are not visible, revealed, or 
regarded as a difference. Completing a 
school diversity document, reviewing data, 
and administering anonymous surveys, as 
well as communicating with teachers, 
faculty and staff, and parents are some of the 
various ways SCs can learn about the 
differences among their students. After 
obtaining this information, planning 
classroom lessons with an intentional focus 
on inclusiveness transforms an ordinary 
lesson into a lesson that is culturally 
sensitive. Additionally, knowledge 
regarding students’ cultures can assist SCs’ 
work when delivering services such as small 
group counseling, individual 
Johnson & Carrico 
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counseling/planning, and consultation. 
Using the profession’s ethical standards as a 
guideline can provide additional direction 
when providing both direct and indirect 
services to students and parents. 
American School Counseling 
Association’s Ethical Standards 
“Professionalism means knowing 
your professional association’s ethical 
standards and adhering to them” (Stone, 
2017, p. 27). Although the focus of this 
article focuses on the ASCA ethical 
standards for SCs, SCs have at their disposal 
numerous professional, ethical standards and 
competencies that provide guidelines for 
delivering culturally competent services. For 
example, the American Counseling 
Association’s Ethical Standards (ACA, 
2014) emphasizes the importance of 
counselors incorporating consideration of 
the clients’ culture throughout their 
standards (Section A: The Counseling 
Relationship; Section B: Confidentiality and 
Privacy; and Section E: Evaluation, 
Assessment, and Interpretation, ACA, 
2014). More specifically, ACA provides 
numerous competencies to govern services 
provided to diverse groups (e.g., ALGBTIC 
Competencies for Counseling LGBQIQA, 
Competencies for Counseling the 
Multiracial Population). School counselors 
can familiarize themselves with and adhere 
to these competencies by frequently 
reviewing them.  
Specifically, SCs adherence to the 
ASCA ethical standards begins with the 
Preamble that state SCs have the 
responsibility to provide students with their 
inherent rights. Regardless of students’ 
cultural differences, those rights include 
treating students with respect, dignity, and 
equal access to a CSCP (ASCA, 2016). 
Additional culturally relevant sections of the 
ASCA 2016 Ethical Standards address SCs 
responsibilities to students, 
parents/guardians, school, and self. 
Specifically, concerning students, SCs have 
a responsibility to (a) respect both their 
student's and family's values without 
imposing their own, (b) provide career 
counseling strategies based on data used to 
identify gaps and prevent biases, and (c) 
continuously demonstrate the utmost respect 
for student diversity (A.4.c. & A.6.e.). 
School counselors' responsibilities to 
parents/guardians include sensitivity to and 
respect for the diversity among families 
(B.1.d.). Furthermore, SCs have a 
responsibility to their schools to (a) design 
and deliver a CSCP that supports and further 
improves the academic learning of the entire 
student body regardless of diversity (B.2.b.), 
(b) use language that is culturally inclusive
in all types of communication (B.2.p.), and
(c) promote a school climate that
acknowledges and celebrates diversity
(B.3.k.). Lastly, SCs have a responsibility to
actively monitor and further their social
justice and advocacy awareness, knowledge,
and skills (B.3.k.). All school counselors, as
professionals, are to follow the ASCA
Ethical Standards for School Counselors,
regardless of their organizational
membership to the ASCA (Stone, 2017).
Some of the ways school counselors can
remain abreast of the profession’s cultural
competency standards include attending
Johnson & Carrico 
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ongoing ethical professional development 
and setting aside a monthly time to review 
the standards in their entirety. All students 
and stakeholders would benefit from school 
counselors’ adherence to these standards 
that provide guidelines for addressing the 
counseling needs of diverse student groups. 
Diverse Students 
The ASCA Ethical Standards 
identifies 17 different student populations 
that could exist within the school setting. 
The list includes, but is not limited to: 
“... ethnic/racial identity, nationality, age, 
social class, economic status, 
abilities/disabilities, language, immigration 
status, sexual orientation, gender, gender 
identity/expression, family type, 
religious/spiritual identity, emancipated 
minors, wards of the state, homeless youth 
and incarcerated youths ...” (ASCA Ethical 
Standards for School Counselors Preamble, 
ASCA, 2016, p. 1). 
It is not within the scope of this 
manuscript to cover information on all of the 
aforementioned groups. Nonetheless, the 
authors believe that the information 
provided for some of the diverse groups will 
assist school counselors in their work with 
all diverse students in their schools. To that 
end, (a) information, (b) strategies, and (c) 
ethical dilemmas are given for the following 
groups: 
1. Ethnic and racial identity,
2. gender identity and expression,
3. disability, and
4. economic status.
This article contains possible answers to the 
ethical dilemmas at the end. 
Ethnic and Racial Identity 
As previously stated, a variety of 
differences exist among students in today’s 
schools. One of those differences is the often 
visibly identified student’s race. 
Physiological differences that a group of 
persons share is the definition of race 
(Merriam–Webster Dictionary, 2019). Race, 
according to the U.S. Census, is broken 
down into the following categories: (a) 
White or Caucasian, (b) Black or African 
American, (c) American Indian, (d) Alaska 
Native, (e) Asian, (f) Native Hawaiian or 
Other Pacific Islander, and (g) Some Other 
Race. Currently, the majority race in the 
United States is White. However, the 
Hispanic student population is increasing 
(U. S. Census, 2016). Therefore, our student 
population is becoming increasingly more 
diverse. Currently, the majority of school 
counselors are White, followed by African 
Americans (Data USA, 2019). Interestingly, 
a review of the literature reveals a possible 
lack of racial sensitivity in White school 
counselors (Moss & Singh, 2015). 
Compounding this is the power differential 
between White SCs and students of color 
that could impede minority students’ access 
to a variety of supports (Moss & Singh, 
2015). This could also limit advocacy efforts 
on the part of their SCs (Parikh et al., 2011) 
when compared to the advocacy efforts 
afforded their White peers. Additional 
disparities have been noted in the area of 
college counseling, with White counselors 
recommending postsecondary higher 
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education to White students as opposed to 
African American students (Groce, 2012). 
Lastly, Chao (2013) found that limited 
multicultural training and higher color-blind 
racial attitudes in preservice counselors led 
to low scores in the area of multicultural 
competency. The following is a list of 
strategies SCs and preservice SCs can use to 
provide culturally competent strategies to 
students of color. 
Strategies 
School counselors can use various 
strategies to address cultural competence 
when providing services to students from 
minority races/ethnic identities. First, they 
can seek multicultural supervision. West-
Olatunji et al. (2011) found that although 
school counselors felt they received 
adequate multicultural education in their 
preservice programs, participating in 
advanced multicultural supervision 
enhanced their ability to provide culturally 
competent services to parents and students. 
Participants, practicing school counselors, 
participated in nine supervision sessions led 
by a counselor educator. These sessions 
included activities such as (a) reading of 
culturally relevant journal articles, (b) 
exploring case examples, and (c) processing 
of the case examples (2011).  
Additionally, school counselors can 
(a) engage in mindfulness training
specifically focusing on "mindfulness
nonreactivity to inner experiences" and
"mindfulness describing" (Ivers et al.,
2014); (b) become aware of one's own
biases, stereotypes, and personal beliefs that
may interfere with duties as a school 
counselor and being able to set them aside 
(Fisher, 2008; Stone, 2017); and  (d) 
immersing oneself in another race's 
community for a period followed by 
engaging in reflection and dialogue, and 
paying close attention to the emotions 
experienced (McDowell et al., 2012). The 
strategies mentioned above can improve 
school counselors' skills in delivering 
culturally competent counseling services to 
racially/ethnically diverse students. 
Ethical Dilemmas. 
1. Damian, an African American, 11th-
grade student, requests to visit with
his White school counselor, Mrs.
Camp, regarding his postsecondary
plans. Before calling the student to
her office, Mrs. Camp reviews
Damian’s records in the student
electronic database. This information
includes his race, parental
information, address, attendance,
grades, standardized tests, discipline
records, and more. Based on this
information, Mrs. Camp decides to
recommend that Damian forego a
postsecondary education and seek a
position at the local distribution
center. She plans to share with him
that the salary is above minimum
wage, and the company offers some
benefits.
2. Angelica, a Latina female, is in the
second semester of her junior year.
She requests to see her counselor,
Mrs. Brown, who is African
Johnson & Carrico 
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American, regarding her 
postsecondary options. Angelica 
desires to attend college after high 
school. Through her research on the 
local industry, Mrs. Brown is aware 
of the need for persons who are 
Latino and are fluent in Spanish. 
Although Mrs. Brown does not know 
if Angelica speaks Spanish, she 
assumes she does so based on her 
race. Therefore, she plans to meet 
with Angelica and share her 
excitement regarding Angelica's 
opportunity to obtain meaningful 
employment immediately after high 
school graduation. 
Gender Identity and Expression 
Although the lesbian, gay, bisexual, 
transsexual, queer, intersex, asexual, and 
pansexual (LGBTQIAP+) population is 
referred to as the invisible minority, 
approximately 10 million individuals 
identify within the community and the 
numbers continue to grow (Weinberg, 
2009). With this in mind, in 2017, 6,252 
youth between the ages of 15-24 died by 
suicide (American Association of 
Suicidology, 2019). While it is unknown 
how many of these youth identified within 
the LGBTQIAP+ community, as current 
death records do not include the deceased’s 
sexual orientation, it is known that 
LGBTQIAP+ youth are almost five times as 
likely to attempt suicide compared to 
heterosexual youth (Kann et al., 2016). 
Therefore, the need to provide counseling 
services for this diverse group is of utmost 
importance. 
A review of the aforementioned 
statistics illuminates the importance of SCs 
preparation to provide culturally responsive 
services when working to eliminate barriers 
that may hinder LGBTQIAP+ students’ 
development. The following strategies are 
provided to assist SCs with addressing the 
unique needs of this population. 
Strategies 
In terms of interventions, first and 
foremost, SCs can become aware of and 
professionally set aside their own biases, 
stereotypes, and personal beliefs that may 
interfere with their duties as a school 
counselor (Stone, 2017). They can also stay 
current on relevant information regarding 
state policies and legislature on anti-bullying 
and nondiscrimination laws (Dunnell, 2018; 
Human Rights Campaign, 2018). 
Importantly, SCs can focus on improving 
the school climate by providing professional 
development for staff on LGBTQIAP+ 
topics, such as how to respond when 
discrimination, harassment, and bullying 
occur (Payne & Smith, 2018). Additionally, 
SCs can provide Campus Pride groups and 
SGAs to promote inclusion (Walsh & 
Townsin, 2018);  
and, provide positive messages and displays 
about the LGBTQIAP+ community within 
the school (Dunnell, 2018; Human Rights 
Campaign, 2018).  
Ethical Dilemmas. 
3. Mrs. Windham is the school
counselor at a local high school. A
Johnson & Carrico 
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concerned student reported to her 
that her friend, Latisha, just came out 
to her parents. Afterward, the parents 
rejected Latisha and asked her to 
leave their home. She is now living 
on her own under a bridge close to 
the school. When approached, 
Latisha requested confidentiality in 
this matter because she does not 
want to risk moving and losing her 
connections to her friends. The SC is 
afraid of losing her trust if she 
reports personally identifiable 
information to the local homeless 
liaison officer. 
4. A teacher expresses to the SC that
they are upset with the
administration within their role as
the school’s Gay-Straight Alliance
Club (GSA) faculty advisor. The
teacher submitted an order for
members’ cords to wear during the
graduation ceremonies. The
principal, however, did not approve
the GSA’s order and canceled it at
the last minute. Nonetheless, the
principal ordered all the other
campus clubs’ cords. The teacher
expressed that the principal has
shown prior resistance to the GSA’s
activities, and the teacher feels that,
as opposed to an error, this was a
personal decision to cancel the cords.
The teacher requested the SCs
assistance in the matter, stating that
the principal will not listen to the
club’s sponsor. How should the
counselor address the principal?
Disability 
Many students in public schools 
today have a disability and fall into two 
classification groups. The first group, 
identified under the Individual with 
Disabilities Act (IDEA) amended in 2015 
through the Public Law 114-95 the Every 
Student Succeeds Act (IDEA, n.d.,) are the 
largest. Unlike the previous categories 
mentioned (i.e., race/ethnicity, LGBTQ), the 
percentages of students in this category 
slightly decreased from 13.9 in 2014-15 to 
13.7 in 2017-18 (NCES, 2020a). These 
students fall into 13 disability categories:  
autism, deaf-blindness, deafness, emotional 
disturbance, hearing impairment, intellectual 
disability, multiple disabilities, orthopedic 
impairment, other health impaired, specific 
learning disability, speech or language 
impairment, traumatic brain injury, and 
visual impairment (NCES, 2020b). Students 
receiving services under IDEA require, 
among other rights, an individual education 
plan (IEP) outlining their specific needs and 
the stakeholder who will provide those 
services. School counselors are often one of 
those service providers (Nichter & 
Edmonson, 2005). Additional students 
identified as having a disability fall under 
Section 504. 
Section 504 of the Rehabilitation Act 
of 1973 (The Advocacy Institute, 2015) is a 
law that requires students who qualify to 
receive accommodations to level the playing 
field in order for them to access education. 
This group of students comprises 1.5 percent 
of the student population (The Advocacy 
Institute, 2015). A team of stakeholders is 
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required to identify these students and 
develop an individual accommodation plan 
to meet their needs. School counselors are 
often a part of this multidisciplinary team or 
often coordinate this process (Goodman-
Scott & Boulden, 2020; Romano et al., 
2009). Additionally, they are often required 
to provide both direct and indirect services 
to students and stakeholders. Unlike special 
education teachers who receive training to 
provide specialized education to students 
with disabilities, general education teachers 
and SCs may or may not have received 
similar training in their preparation 
programs. Therefore, SCs may feel ill-
prepared (Goodman-Scott & Boulden, 2020; 
Romano et al., 2009) to provide counseling 
services to students with disabilities as well 
as collaborative services to teachers and 
parents. Nonetheless, both legally and 
ethically, they are required to provide 
services to students with disabilities and 
stakeholders as part of a comprehensive 
school counseling program (ASCA, 2019, 
ASCA 2016, Buckley, & Mahdavi, 2018). 
School counselors can employ culturally 
relevant strategies to provide services to 
students with disabilities in their schools.  
Strategies 
As part of a comprehensive school 
counseling program, SCs can provide both 
direct and indirect services to students with 
disabilities through a variety of 
interventions. For example, in the academic 
area, SCs can provide classroom lessons, 
psychoeducational groups, and individual 
counseling on study skills, organizational 
skills (Buckley & Mahdavi, 2018). 
Additionally, in collaboration with teachers, 
they can assess whether the environment, 
curriculum, and instruction are appropriate 
for the learner (Grothaus, 2018). In the 
domain of social/personal growth, SCs can 
provide short-term counseling (individual or 
group) to address targeted areas such as self-
awareness, self-concept, identifying 
strengths, resilience, and transitioning to the 
next grade level or postsecondary careers 
(Buckley & Mahdavi, 2018). 
Ethical Dilemmas. 
5. Mrs. Rosario, a tenth grade English
teacher, approaches the SC, Mrs.
Flint, about a few of the students
who identified as having a learning
disability in her classroom. The
teacher shares that the students
receive support from the special
education teacher; however, they are
falling behind in their grades in most
of their subjects. The SC shares with
the teacher that students who are
receiving services under IDEA have
their own special education support
teachers and counselor. The SC
refers Mrs. Rosario to seek
assistance from the special education
department.
6. A parent, Mr. Engels, schedules a
visit with the SC, Mr. Henderson, to
discuss his daughter. Mr. Engels’
daughter, a third-grader, is a student
identified as having attention deficit
hyperactivity disorder (ADHD) and
receives accommodations under a
Section 504 plan. The SC meets with
Johnson & Carrico 
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the parent for a consultation session. 
Mr. Engels shares that although the 
teacher shares that his daughter's 
grades are improving due to the 
accommodations, his daughter 
shared with him that she is feeling 
different and singled out because the 
other students are aware of the 
special accommodations she 
receives. Mr. Henderson did not 
receive training in his preservice 
program and is scrambling for ways 
to respond to the parent. He shares 
with Mr. Engel that he will speak 
with his daughter's teacher and 
follow-up with him. 
Economic Status 
Students living in poverty face a 
unique set of challenges that vary from their 
more affluent peers (Odgers, 2015). Some of 
those challenges include a lack of adequate 
shelter, food, and clothing. Yoshikawa et al. 
(2012) shared that absolute poverty has a 
causal effect on children’s’ mental, 
emotional and behavioral health. The 
authors define absolute poverty as an 
inability to meet the most basic needs. 
Approximately 21% of children in the 
United States live in poverty (National 
Center for Children in Poverty, 2019). 
School-aged children living in poverty bring 
unique sets of circumstances to our schools 
every day that can affect their academic 
preparation, in addition to the 
aforementioned areas (ACT, 2015; Odgers, 
2015). 
A school counselor’s mandate is to 
provide services to all students regardless of 
their economic status. Notwithstanding, 
providing services to students living in 
poverty can be a challenge to the most astute 
school counselor. The roles of advocacy 
(Stone, 2017), leadership (Johnson, 2017), 
and change agent (Schnenck et al., 2010) are 
especially useful to address circumstances 
that prevent school counselors from 
providing needed services to such a 
vulnerable population as children living in 
poverty. In addition to the roles school 
counselors employ, they can incorporate the 
following strategies when working with 
students from lower economic households. 
Strategies 
School counselors can use different 
strategies to provide counseling services to 
students from lower economic backgrounds. 
For example, SCs can begin with 
recognizing and addressing any biases or 
preconceived notions toward students living 
in poverty. Additionally, they can build 
meaningful relationships with students 
(Williams et al., 2015) whereby, allowing 
them to identify and expand students' 
strengths (Foss et al., 2005). School 
counselors can involve teachers as a 
valuable resource who can assist in 
providing services to students (Au, 2013; 
Johnson, 2017; Newell, 2013). Furthermore, 
they can cultivate a collaborative, supportive 
role with parents (ASCA, 2016; Johnson, 
2017), and work with community agencies 
to identify those organizations that can 
provide needed resources to students and 
their families (Johnson, 2017). 
Johnson & Carrico 
10 
Ethical Dilemmas. 
7. Yusef, a middle school student, is
struggling in reading and math. Both
of his teachers have submitted a
referral to the school counselor for
academic advising. The school
counselor schedules an individual
planning meeting with Yusef. During
the meeting, the counselor realizes
that Yusef could benefit from
tutoring in both subjects. She
provides Yusef with referrals to
neighboring organizations that offer
tutoring for a fee in the community
to share with his parents. The student
informs the school counselor that his
parents are not able to pay for
tutoring services for him.
Empathically, the school counselor
shares that, unfortunately, the only
agencies providing tutoring services
in the community charge fees.
8. A ninth-grade school counselor, who
works at a school in which 95% of
the students receive free and reduced
lunch, is planning a parent workshop
on the benefits of obtaining a
postsecondary education. The
workshop will take place on a
Wednesday evening at 5:00 p.m.
Several parents contact the school
counselor and expresses their interest
in attending this important workshop
but share that they lack
transportation and childcare for their
younger children at that time. The
school counselor tells the parents
that, although she understands their
barriers, the workshop schedule will 
remain. She explains to her 
administrator that she must arrive at 
the daycare before it closes at 6:30 
p.m. to pick up her own young
children. There was a dismal turnout
at the workshop.
Summary 
The student population in the U.S. is 
becoming increasingly diverse (Gallo, 2014; 
National Center for Education Statistics, 
2018; National Center for Children in 
Poverty, 2019; U.S. Census, 2014). With 
this increase in differences among our 
student body comes the necessity to meet 
their ever-increasing needs (Davis et al., 
2011; Groce, 2012; Yoshikawa et al., 2012). 
School counselors are well suited to meet 
the needs of all students through their 
implementation of a CSCP (ASCA, 2019). 
They can improve their cultural competency 
skills through implementing a CSCP for all 
students (ASCA, 2019), following the 
professions’ standards (ASCA, 2016), 
seeking multicultural supervision that 
involves journal readings, case 
conceptualizations, and processing (West-
Olatunji et al., 2011), and by participating in 
professional development on the topic of 
cultural competency (Davis et al., 2011). 
Within the supervisory relationship, 
both the supervisor and the supervisee play a 
role in developing and maintaining the 
relationship. However, supervisors are 
oftentimes the facilitators and have more 
responsibility in ensuring the effectiveness 
and constructiveness of the interaction 
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(Benard & Goodyear, 2014). For example, 
counseling psychologists have spent time 
creating guidelines for clinical supervision 
due to supervisees in training programs 
reporting their supervision is harmful and 
inadequate (Ellis et al., 2014). So, a 
supervisor’s proficiency in facilitating 
supervisory duties directly impact the health 
of the relationship and one such skill that is 
needed is multicultural proficiency (Crockett 
& Hays, 2015; Lee, 2017). Researchers have 
argued that a supervisor’s level of 
multicultural proficiency can affect the 
quality of functional cross-cultural 
supervision (Crockett & Hays; Inman, 2006; 
Sue & Sue, 2008). Supervisors who exhibit 
a high level of multicultural awareness 
encourage minority supervisees’ self-
disclosure (Sue & Sue, 2008). Crockett and 
Hays (2015) also highlighted that the level 
of multicultural competence supervisors 
self-perceive is closely related to the 
development of counseling self-efficacy and 
supervisee satisfaction of the supervisory 
experience. In addition, a supervisor’s 
communication style may influence a 
supervisee’s awareness of the supervisor’s 
characteristics/backgrounds (Lee, 2017). 
Taken together, these studies indicate that 
the ability of supervisors to demonstrate 
multicultural competence during supervision 
plays an important role in supervisees’ 
professional growth. 
The cross cultural supervisory 
relationship is enhanced when supervisors 
reflect upon themselves as cultural beings 
and consider their multicultural knowledge 
and skills (Soheilian et al., 2014). Soheilian 
and colleagues emphasized that supervisors 
should facilitate supervisees not only to 
explore their values, but also initiate the 
discussion of culture within the supervisory 
relationship. However, sharing cultural 
differences in cross-cultural supervision 
settings can be challenging for minority 
supervisees (Berkel et al., 2007). Given 
supervisees’ minority positions and lower 
power within the relationship, many are 
reluctant to initiate a discussion of cultural 
differences during supervision (Ponterotto et 
al., 2010). Specifically, Western supervisors 
who use Western European models in 
supervision settings may experience conflict 
with culturally diverse supervisees’ 
expectations (Sue & Sue, 2008). As a result, 
minority supervisees may be passive toward 
their supervisors. Regarding racial and 
ethnic issues in supervision, African 
American supervisees had fewer 
expectations on the supervisory relationship 
(Helms & Cook, 1999), while Asian 
supervisees may expect supervisors to offer 
direct advices to them (Lau & Ng, 2012). 
These varied expectations of the supervisory 
process need open and clear communication 
to positively influence a healthy and 
constructive supervisory relationship. 
Despite these communication challenges, 
Wong et al. (2013) assert that this exchange 
helps minority supervisees feel their cultures 
are appreciated and therefore can directly 
impact the minority supervisees’ 
development.  
Responses to the Ethical Dilemmas 
The intention of the authors was to 
present everyday scenarios SCs may 
encounter when providing counseling 
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services to diverse students and their 
parents. Furthermore, the authors understand 
that there is no right answer to any given 
situation, thereby making it a dilemma. The 
responses provided for each of the dilemmas 
incorporates some of the strategies presented 
in this article and highlights the use of the 
ASCA Ethical Standards (ASCA, 2016) as a 
guide to provide culturally competent 
ethically services.  
Ethnic and Racial Identity 
1. Mrs. Camp decided on a realistic
career goal for Damian based solely
on her interpretation of his
demographics before meeting with
the student and providing him with
an opportunity to express his career
aspirations. Mrs. Camp, possibly
unaware of her biases toward
Damien, would benefit from
supervision in the area of
multicultural development.
Additionally, this PSC violated
several ASCA (2016) ethical
standards, beginning with the
Preamble, as well as Sections A.1.
Supporting Student Development
(A.1.a., A.1.e.) and A.4. Academic,
Career, and Social/Emotional Plans
(A.4.b.).
2. Mrs. Brown appears to have good
intentions in her desire to provide
Angelica with information regarding
the need for Spanish-speaking
persons in the workplace.
Nonetheless, her assumptions
regarding Angelica’s race/ethnicity
led her to believe that she spoke 
Spanish. This PSC could benefit 
from professional development and 
supervision to address her 
preconceived notions regarding her 
Latino students. Several ASCA 
(2016) ethical standards can assist 
Mrs. Brown in providing culturally 
responsive services to Angelica. 
Standards relevant to this scenario 
include the Preamble and Section 
B.3. Responsibility to Self (B.3.i.).
Gender Identity and Expression 
3. Mrs. Windham places great
importance on keeping students’
confidentiality, as she knows this is
the cornerstone of the profession.
Additionally, she empathizes with
Latisha’s current desire to remain at
her current school with her support
system. Nonetheless, she also has a
responsibility to report this student’s
living condition to the homeless
liaison, and possibly the child
protective agency. In addressing this
dilemma, the following ASCA
(2016) ethical standards can assist
her: (a) Preamble and (b) Section A.
Responsibility to Students (A.2.e.,
A.2.g., and A.6.c). While this
counselor’s intentions are admirable,
the McKinney-Vento Homeless
Education Assistance Improvements
Act of 2001 (U.S. Department of
Education, 2019) legally mandates
the reporting of homeless youth, and
this law supersedes both loyalty to
Johnson & Carrico 
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the student’s wishes and ethical 
standards. 
4. The professional school counselor
desires to support the teacher and the
student and views this situation as a
problem with the system. This PSC
has several ASCA (2016) ethical
standards to support his decision to
approach the principal judiciously.
Guiding his decision are the
following standards: (a) Preamble,
(b) Section A. Responsibility to
Students (A.10.a. and A.10.e.), (c)
Section B. Responsibilities to the
School (B.2.d., B.2.f., and B.2.g.).
Finally, as a reminder to the
principal, Mr. Byron could highlight
the fact that, if the school was
providing graduation cords to other
clubs, it would legally have to
provide them to the GSA as well.
Disability 
5. Although the school provides
support for their students receiving
special services, the SC fails to
consider the Preamble in the ASCA
Ethical Standards (ASCA, 2016),
which states that all students have
equal access to a CSCP. Considering
that Mrs. Rosario routinely delivers
classroom lessons to the tenth-grade
homerooms, she could collect
additional data from the teacher and
plan a unit to address the needs of all
the students in the classroom,
including the students with
disabilities. A specific ASCA ethical
standard pertaining to this scenario is 
Section A. Responsibilities to 
Students (A.10.g.). Depending on the 
results of the data, she could deliver 
lessons on topics such as academic 
self-confidence, study skills, and 
organizational skills.  
6. The SC is in his first year of the
profession, and providing services to
students receiving Section 504
accommodations was not covered in
his preservice program. Therefore,
he experienced feelings of
nervousness during the parent
consultation. Reviewing the ASCA
Ethical Standards (2016) will be
helpful to this SC. Of course, Mr.
Henderson would be wise to seek
professional development and
supervision on providing services to
students with disabilities
(Responsibilities to the School
B.2.i.). In the meantime, the
Preamble (ASCA, 2016) states that
all students have equal access to a
CSCP. Therefore, Mr. Henderson,
after consultation with the teacher,
and as part of the CSCP, can initially
provide individual counseling to the
student to establish a relationship
and identify the strengths and
challenges she is currently facing
(A.1.c Supporting Student
Development & A.10.g. Underserved
and At-Risk Populations). A next
step could be to include her in small
group counseling with her peers
(A.7. Group Work) to help her
Johnson & Carrico 
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develop her sense of belonging in the 
classroom. 
Economic Status 
7. Yusef’s family, much like many
other families living in poverty, faces
many barriers, including financial
resources. The lack of free tutoring
at school for Yusef sounds like a
systemic problem that is undoubtedly
affecting other students from lower
economic status households. This
PSC could use their advocacy efforts
to address this barrier. Specific
ASCA (2016) ethical standards
appropriate for this situation include
(a) Preamble, (b) Section A.
Responsibilities to Students (A. 3.
8.), and (c) Section B.3
Responsibilities to Self (B.3.i.).
8. The low attendance at this valuable
workshop provides evidence that
families living in poverty face many
barriers. This PSC had a legitimate
concern for her own children that
warrants respecting. Possibly,
adhering to the following ASCA
(2016) ethical standards (a)
Preamble, (b) Section A.1.
Supporting Student Development
(A.1.d.), (c) Section A.10.
Underserved and At-Risk
Populations (A.10.d.), and (d)
Section B.1. Responsibilities to
Parents/Guardians (B.1.h.) could
assist this PSC in brainstorming
ways to ameliorate the barriers her
parents faced in attending the
workshop. Some suggested strategies 
include asking someone else to 
present the workshop, providing 
childcare, and/or scheduling multiple 
workshops to be held on different 
days (e.g., Saturday morning) or in 
an easily assessable community 
location (e.g., apartment clubhouse). 
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As a professional counselor, awareness of one’s attitudes, biases, and assumptions is critical. 
Previous research has demonstrated that counselors are not immune to stigma nor to negative 
attitudes towards mental illness and seeking professional services when concerns arise. 
Furthermore, researchers have begun to explore relationships between mental health literacy 
and stigma and how these impact stress and satisfaction levels. To examine these variables in 
practicing counselors, the current study surveyed a total of 145 participants. Findings from this 
research indicated that higher levels of self-stigma and negative attitudes towards help-seeking 
predicted greater levels of stress and less life satisfaction. Mental health literacy did not predict 
stress or life satisfaction. These results are discussed with emphasis on clinical implications. 
Mental illness impacts a large 
portion of the overall population in the 
United States, with nearly one in five U.S. 
adults diagnosed (44.7 million in 2016; 
National Institute of Mental Health, 2019). 
Despite its prevalence, a treatment gap 
exists between those who struggle with 
mental illness and those who seek formal 
psychological services to treat it. In fact, in a 
given year, approximately 60% of adults 
with a mental illness will not receive 
services (Substance Abuse and Mental 
Health Services Administration, 2015). 
Many posit that a portion of this treatment 
gap, the difference between those who need 
and those who seek services, stems from  
stigma (Crowe et al, 2018; Demyttenaere et 
al., 2004; Shidhaye & Kermode, 2013). 
Stigma has been said to include a variety of 
combined factors. Self-stigma (Vogel et al., 
2006) describes the stigma that a person 
internalizes while public stigma includes  
attitudes and beliefs from mainstream 
society that shape the way people view  
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mental illness. Stigma towards help-seeking 
reflect how one views getting formal 
support, such as counseling or medication 
management (Mojtabai et al., 2016).  
Mental health literacy, or knowledge 
about mental illness, may also impact 
attitudes towards mental illness. A lack of 
understanding of mental health (e.g., only 
“crazy” people go to a counselor) plays a 
role in biases and assumptions (Crowe et al, 
2018; Lyndon et al, 2019; Jorm, 2000).  
Recent research has sought to uncover the 
intersection of mental health literacy, 
stigma, and help-seeking (Cheng et al., 
2018) and has found that mental health  
literacy predicted help-seeking attitudes 
beyond self-stigma.  
In the counseling and related mental 
health literature, a call has been made for 
professionals to look inward and explore 
stigmas they themselves may hold (Mullen 
& Crowe, 2017). Working in the mental 
health profession does not exclude one from 
struggling with, and needing professional 
services for, mental illness. In fact, 
counselor training programs frequently 
recommend that counselors in training 
(CITs) “know thyself” and take advantage of 
counseling services in order to increase self-
awareness before practicing clinically. 
Moreover, studies have suggested that 
mental health professionals do indeed hold 
stigmatizing attitudes towards seeking 
formal psychological help, suggesting that 
there is more work to be done to normalize 
help-seeking for mental health concerns, 
even with mental health professionals 
(Mullen & Crowe, 2017). Among practicing 
counselors, stress and satisfaction have been 
studied as they relate to stigma and help-
seeking (Mullen & Crowe, 2017; Lyndon et 
al, 2019). Drawing on the previous findings 
that life satisfaction and stress are negatively 
correlated (Buser & Kearney, 2017) and that 
stress and satisfaction are related to stigma 
and attitudes towards help-seeking (Mullen 
& Crowe, 2017), the current study explored 
stigma, stress, satisfaction, and mental 
health literacy among practicing 
professional counselors. Like Chen et al. 
(2018), we used Cauce et al.’s (2002) Model 
for Mental Health Help Seeking as a starting 
point, extending this to mental health 
professionals and integrating previous work 
related to stress and satisfaction.   
Review of the Literature 
Stigma and Attitudes Toward Treatment 
Unfortunately, many individuals do 
not seek support for mental health concerns 
due to the fear of judgment, discrimination, 
and stereotyping from others. Public stigma, 
or the stigma that exists in the general 
population about individuals with mental 
health concerns (Corrigan & Watson, 2002; 
Parcesepe & Cabassa, 2012; Pescosolido, 
2013), perpetuates fears about being 
perceived as dangerous. These stereotypes 
are common, when in fact those with mental 
illness are no more dangerous than those 
without (Rössler, 2016). Other common 
myths about mental illness relate to being 
unpredictable or are somehow to blame (i.e., 
they could have done something to prevent 
the illness, or did something to bring it on 
themselves). Additionally, stereotypes that 
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those with mental illness abuse the 
healthcare system have longstanding and 
widespread consequences in the lives of 
those diagnosed (Rössler, 2016). Self-
stigma, or stigma that becomes internalized 
(Corrigan, 2004), has been named as one of 
the most serious effects of public stigma. 
When public stigma becomes internalized, 
the person experiences shame, self-loathing, 
and other negative emotions that can then 
develop into a cyclical pattern. Some posit 
that the stigma and perceptions about having 
a mental health concern are more harmful 
than the illness itself (Feldman & Crandall, 
2007).  
The relationship between stigma and 
help-seeking is clear, with stigma negatively 
impacting one’s willingness to seek help 
(Crowe et al., 2016). One study indicated 
that attitudes toward mental health treatment 
could be predicted by the familiarity of 
mental health, level of stress, self-stigma, 
and public stigma of mental illness. 
Additionally, study results indicated that 
familiarity with mental health services is a 
strong indicator of one’s attitudes toward 
mental health treatment. Life satisfaction, 
which was related to stress, self-stigma, and 
public stigma of mental illness, was not 
found to predict attitudes toward mental 
health treatment. The sample included adults 
from the general population, so while this 
study shed light on how these concepts are 
related, it was not specific to those in the 
mental health profession (Lyndon et al., 
2019). Thus, further exploration of these 
concepts among counselors is warranted.  
Mental Health Literacy and Stigma 
Mental health providers and others, 
ranging from school counselors, 
psychiatrists, and nurses, have expressed 
negative attitudes about seeking help 
themselves and towards the clients they 
serve, suggesting that stigma extends to 
mental health professionals (Corrigan, 
Druss, & Perlick, 2014; Mullen & Crowe, 
2017, 2010). Mental health literacy, or the 
knowledge that one holds about what a 
mental illness and how to treat it, has been 
examined as it relates to stigma. A number 
of researchers (Crowe et al., 2018; Chen et 
al., 2018; Evans-Lacko et al., 2010; Jorm, 
2000; Kutcher et al., 2016) have studied 
mental health literacy hoping to improve 
public knowledge about mental health, 
decrease related stigma, and promote help-
seeking behaviors. However, this body of 
research is small, and an exploration of the 
benefits of increased mental health literacy 
has only just begun in the field of counseling 
(Evans-Lacko et al., 2010; Jorm, 2000; 
Kutcher et al., 2016). A recent study 
explored mental health literacy, self-stigma, 
and health outcomes in a sample of patients 
from the general population. Results 
suggested that there is a significant 
relationship between self-stigma of mental 
illness and mental health literacy and a large 
negative statistically significant relationship 
between self-stigma of help-seeking and 
mental health literacy (Mullen & Crowe, 
2017). 
Chen and colleagues (2018) 
investigated self-stigma and mental health 
literacy as predictors of college students’ 
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help-seeking attitudes, with an additional 
focus on demographic variables such as 
gender and race/ethnicity. They found that 
above and beyond self-stigma, mental health 
literacy predicted attitudes about seeking 
psychological help. Asian-American 
race/ethnicity, gender (male), familiarity 
with or prior experience with seeking help, 
and psychological distress also were 
significant predictors of help-seeking 
attitudes among the sample. These studies 
(Mullen & Crowe, 2017; Chen et al., 2018) 
exploring mental health literacy and 
attitudes towards mental health and help-
seeking provide useful findings and a 
conceptual foundation upon which the 
current study was built. The current research 
extended this line of inquiry by sampling 
practicing counselors. We must uncover 
potential stigma within professional 
counselors, as these may negatively impact 
the therapeutic relationship.  
Stress, Satisfaction, and Stigma 
While stress is not a diagnosable 
concern, it can lead to more significant 
mental health issues when left untreated 
(Jason et al., 2003). It could be that when 
one experiences significant stress, one feels 
more inclined to seek assistance for a mental 
health concern. Or the opposite may be true 
for those experiencing a high level of stress 
in that stress may inhibit the individual from 
seeking treatment. Similarly, satisfaction 
with life may be inversely related to seeking 
treatment for a mental health concern. For 
example, if someone feels satisfied with 
their current life circumstances, he or she 
may be more likely to search for support 
when satisfaction levels are lower. In a study 
involving school counseling professionals, 
those who reported higher self-stigma also 
reported less help-seeking behaviors. This 
lack of help-seeking then contributed to 
higher levels of stress and burnout and lower 
satisfaction in the sample. Based on findings 
from previous research, literature supports 
that stigma, stress, and burnout are 
intertwined and that there is more to glean 
from a study exploring these variables 
within professional counselors (Mullen & 
Crowe, 2017). As stress and burnout are 
known to be present in the lives of 
professional counselors (Lent, 2010; Lent & 
Schwartz, 2012) and stigma has been found 
to deter help-seeking when significant stress 
is experienced (Mullen & Crowe, 2017; 
Hubbard et al., 2018), research that 
continues this line of inquiry can shed light 
on more relationships for practicing 
counselors.  
Current Study 
The current study examined the 
relationship of self-stigma, attitudes towards 
help-seeking, and mental health literacy on 
stress and life satisfaction among practicing 
counselors. Specifically, the following 
research questions guided this investigation: 
Research Question One: Do mental 
health literacy, self-stigma of mental illness, 
and attitudes towards professional help-
seeking predict practicing counselors’ 
perceived stress? 
Research Question Two: Do mental 
health literacy, self-stigma of mental illness, 
and attitudes towards professional help-
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seeking predict practicing counselors’ life 
satisfaction? 
The Model for Mental Health Help 
Seeking (Cauce et al., 2002) that we used to 
frame our understanding of some of the 
study concepts describes three aspects of 
help-seeking: (a) recognizing the mental 
health problem, (b) deciding to seek help, 
and (c) selecting a service. One’s world 
view, shaped by demographics such as 
gender, race, and ethnicity, influences these 
three domains of the model. Mental health 
literacy, self-stigma, and help-seeking were 
all thought to impact stress and satisfaction 
in practicing counselors.  
Methods 
Participants 
The mean age of participants was 
43.55 (SD = 10.9) and the majority of 
participants identified themselves as female 
(n = 133, 91.7%; male, n = 11, 7.6%; other, 
n = 1, .7%). Participants reported an average 
of 8.66 (SD = 7.02) years of experience as a 
counselor. Most participants identified as 
White (non-Hispanic; n = 84, 57.9%) 
followed by Black or African-American (n = 
26, 17.9%), Hispanic (n = 24; 16.6%), 
Multiracial (n = 5, 3.4%), and Asian-
American (n = 3, 2.1%), along with three 
participants reporting Other (2.1%). 
Participants worked in various settings, 
including Mental Health Agencies (n = 41, 
28.3%), Private Practice (n = 39, 26.9%), 
School Settings (n = 26, 19.9%), Substance 
Abuse Settings (n = 23, 15.9%), College 
Counseling (n = 8, 5.5%), and Crisis Centers 
(n = 8, 5.5%). 
Procedures 
Institutional Review Board approval 
was granted prior to beginning the study. 
This correlational research investigation 
employed survey data to explore the 
relationship between counselors’ life 
satisfaction, stress levels, help-seeking 
attitudes, self-stigma, and mental health 
literacy. Practicing counselors were 
surveyed using Qualtrics. Invitation emails 
were sent to participants using an alumni 
database from a single, large, southeast 
university and southeastern state licensure 
database. These databases were chosen to 
capture participants who had completed the 
educational requirements for professional 
counseling and were assumed to be 
practicing professionals. The response rate 
from these databases was not collected due 
to a large number of undeliverable returned 
emails and responses that did not meet 
inclusion criteria. Interested participants 
were able to continue to the survey through 
a secure link. The emails and survey 
procedures met the recommendations set by 
the Tailored Design Method. Two follow up 
emails were sent at five-week intervals as 
described by the tailored design procedure 
(Dillman et al., 2009). The working sample 
for this research was 145 participants. An a- 
priori  power analysis using the G*Power 
program (Version 3.1.9.2) indicated a 
minimum sample size of 133 for a linear 
multiple regression analysis with 90% 
power, an alpha of .001, and an anticipated 
medium effect size with three predictor 
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variables. Therefore, this sample size was 
suitable for our study. 
Measures 
Instruments used in this study 
included the Perceived Stress Scale (PSS; 
Cohen et al., 1983), the Satisfaction with 
Life Scale (SLS; Diener et al., 1985), the 
Self-Stigma of Mental Illness Scale 
(SSOMI; Tucker et al., 2013), the Attitudes 
Toward Mental Health Treatment (ATMHT; 
Brown et al., 2010), and the Mental Health 
Knowledge Schedule (MAKS; Evans-Lacko 
et al., 2010). In addition to these formal 
measures, a demographic form was created 
to gather data on respondents’ 
characteristics (e.g., gender, age, and 
ethnicity) and their experience with mental 
health treatment, including type of 
treatment, how much treatment they had 
received, and whether this experience had 
been positive or negative. The following 
section describes the instruments used in this 
study.  
PSS 
The PSS (Cohen et al., 1983) was 
used to examine participants’ level of stress. 
The PSS is a 10-item, one-dimensional self-
report measure that assesses an individual’s 
degree of perceived stress. Participants rated 
the frequency for which they had 
experienced stress over the previous 30 days 
on a scale from 0 (never) to 4 (very often). 
Sample items included “In the last month, 
how often have you felt that things were 
going your way” (reverse coded), In the last 
month, how often have you been able to 
control irritations in your life?” and “In the 
last month, how often have you felt nervous 
and ‘stressed’?” Total scores were 
calculated by reversing items 4, 5, 7, and 8 
and summing the items. Participants’ 
average scores were found by dividing the 
total score by 10. Higher scores on the PSS 
indicated a higher degree of stress in 
participants’ lives. The reliability of 
participants’ scores on the PSS has been 
shown to be good in prior research, with 
Cronbach’s alpha values ranging from .84 to 
.91 (Chao, 2011; Cohen et al., 1983; Daire et 
al., 2014). The Cronbach’s alpha of the PSS 
scores for this investigation was .87, which 
indicated good internal consistency 
reliability. 
SLS 
The SLS (Diener et al., 1985) was 
used to measure individuals’ satisfaction 
with life. The SLS is a 5-item, one-
dimensional self-report measure in which 
participants are asked to indicate their level 
of agreement with items on a scale of 1 
(strongly disagree) to 7 (strongly agree). 
Sample items include “I am satisfied with 
life,” “The conditions of my life are 
excellent,” and “If I could live my life over, 
I would change almost nothing.” Total 
scores were calculated by summing each 
item. Average scores were obtained by 
summing each item and dividing total scores 
by the total number of items. Higher scores 
suggest greater general satisfaction with life. 
The reliability of participants’ scores on the 
SLS has been good in prior research with a 
Cronbach’s alpha value of .83 (Vera et al., 
2011; Wei et al., 2012). The Cronbach’s 
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alpha of the SLS scores for this investigation 





The SSOMI (Tucker et al., 2013) 
was used to assess self-stigma of mental 
illness. The SSOMI is a 10-item, one-
dimensional self-report measure that 
assesses a person’s internalized stigma 
related to having a mental illness. 
Respondents rated their level of agreement 
to 10 statements regarding mental illness on 
a 5-point Likert scale ranging from 1 
(strongly disagree) to 5 (strongly agree). 
Some sample items included “I would feel 
inadequate if I had a mental illness,” “I 
would feel okay about myself if I had a 
mental illness” (reverse coded), and “If I had 
a mental illness, I would be less satisfied 
with myself.” Total scores were calculated 
by reversing items 2, 5, 7, and 9 and then 
summing the items. Participants’ average 
scores were calculated by dividing the total 
score by the total number of items. Higher 
scores on the SSOMI indicated greater self-
stigma towards mental illness. The 
participants’ scores on the SSOMI has been 
good in prior research with Cronbach’s 
alpha values ranging from .86 to .92 (Tucker 
et al., 2013; Vogel et al., 2006). Recent use 
of the SSOMI suggests the scale’s strong 
reliability (α = .93, Mullen & Crowe, 2017). 
For this study, Cronbach’s alpha value was 







The ATMHT (Brown et al., 2010) is 
a 20-item, 4-point Likert-type scale and 
reflects an individual’s attitude towards 
professional mental health treatment. The 
ATMHT is a modified version of the 
Attitudes Toward Seeking Professional 
Psychological Help Scale (ATSPPHS; 
Fisher & Turner, 1970). The ATSPPHS 
scale is comprised of 29 items and includes 
outdated language. Brown et al. (2010) 
noted that it also neglects to factor in 
culture, so these researchers modified the 
original scale by including language that 
was more inclusive and easier to understand 
in the 20-item ATMHT scale. Sample items 
include “I feel confident that I could find a 
therapist who is understanding and 
respectful of my ethnicity/culture” and “In 
my community, people take care of their 
emotional problems on their own; they don’t 
seek professional mental health services.” 
Higher scores indicate more positive 
attitudes about seeking mental health 
treatment. Brown et al. (2010) found that the 
internal consistency scores for the total 
sample were adequate (.75). They also 
looked at subgroups according to ethnicity 
and found that the scale had a Cronbach’s 
alpha of .78 for White participants and .73 
for African-American participants. In this 
study, the Cronbach’s alpha value was .82, 





The MAKS (Evans-Lacko et al., 
2010) is an instrument designed to assess 
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stigma-related mental health literacy among 
the general public. The scale includes 12 
items scored on a Likert scale ranging from 
1 (strongly disagree) to 5 (strongly agree). 
A total score is calculated by adding the 
item values together. Items 6, 8, and 12 are 
reverse scored. Items 7 and 12 are designed 
to establish levels of recognition and 
familiarity with a variety of mental health 
conditions and conceptualize responses to 
the other scale items. In other words, 
researchers can assess whether a broadened 
conceptualization of mental illness impacts 
one’s successive responses to questions. 
Sample items include “If a friend had a 
mental health problem, I know what advice 
to give them to get professional help.” A 
recognition item has the following 
instructions preceding it: “For the following 
items, say whether you think each condition 
is a type of mental illness by ticking one box 
only.” Varying severities of mental illness as 
well as non-clinical issues are then listed, 
including “stress,” “drug addiction,” and 
“schizophrenia.” In its initial development, 
Evans-Lacko and associates (2010) utilized 
an extensive review board of experts to 
support the content validity of the MAKS. 
Overall test-retest reliability was .71 using 
Lin’s concordance statistic, and item retest 
reliability ranged from .57 to .87 (Evans-
Lacko et al., 2010). Internal consistency has 
ranged from poor (α = .65) to acceptable (α 
= .73) in prior research (Evans-Lacko et al., 
2010; Authors, 2018; respectively). In the 
current study, the Cronbach’s alpha was .62, 
indicating questionable internal consistency 
reliability. 
Data Analyses 
Upon completion of the survey 
procedures, data were consolidated into 
SPSS (version 24) for management and 
analysis purposes. To address the research 
questions in this study, we performed 
Pearson’s correlations and linear multiple 
regression analyses. In our initial screening, 
we identified no missing data and three 
cases with univariate or multivariate outlier 
variables using converted z-scores and 
Mahalanobis Distance probability. We 
performed the analyses with the original 
values and with winsorized version of the 
values and found no meaningful differences 
in the results. Therefore, we elected to 
include the original values in the analysis. 
Next, we examined the assumptions of 
linearity, homoscedasticity, and normality 
(Osborne & Waters, 2002). A visual 
inspection variable histograms, P-Plots, 
plots of the standardized residuals, and an 
examination of the variance inflation factor 
(range from 1.02 to 1.14) indicated the data 
met the statistical assumptions for the 
analyses in this study. For the linear multiple 
regression analyses, we also applied 
structure coefficients due to a degree of 
association among the predictor variables 
(Courville & Thompson, 2001).  
Results 
Research Question One 
Table 1 provides the correlations, 
means, and standard deviations for the 
variables in this study. A standard linear 
multiple regression was applied to the 
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dependent variable of perceived stress and 
the independent variables of mental health 
literacy, self-stigma of mental health illness, 
and attitudes towards professional help-
seeking. Overall, the linear composite of 
predictor variables predicted 15% (R2 = .15) 
of the variance in counselors’ perceived 
stress, F (3, 144) = 8.06, p < .001. 
Standardized regression coefficients of the 
individual predictor variables indicated that 
high levels of self-stigma of mental illness 
(β = .24, p < .01) and attitudes towards 
professional help-seeking were significant (β 
= -.24, p < .01) in predicting perceived 
stress. However, mental health literacy was 
not a significant predictor (β = .05, p = .57). 
Structure coefficients also indicated that 
self-stigma of mental illness (rs = .81) and 
attitudes towards professional help-seeking 
(rs = -.80) were the best predictors of 
perceived stress, followed by mental health 
literacy (rs = .07). 
Research Question Two 
A second standard linear multiple 
regression was applied to the dependent 
variable of life satisfaction and the 
independent variables mental health literacy, 
self-stigma of mental illness, and attitudes 
towards professional help-seeking. Overall, 
the linear composite of predictor variables 
predicted 13% (R2 = .13) of the variance in 
counselors’ life satisfaction, F (3, 144) = 
7.30, p < .001. Standardized regression 
coefficients of the individual predictor 
variables indicated that high levels of 
attitudes towards professional help-seeking 
(β = .25, p < .01) and self-stigma of mental 
illness (β = -.18, p < .05) predicted life 
satisfaction. However, mental health literacy 
was not a significant predictor (β = .08, p = 
.33). Structure coefficients also indicated 
that attitudes towards professional help-
seeking (rs = -.86) and self-stigma of mental 
illness (rs = -.71) were the best predictors of 
life satisfaction, followed by mental health 
literacy (rs = .27). 
Discussion 
Stress, Self-Stigma, Help-Seeking 
Attitudes, and Mental Health Literacy 
It is important to identify potential 
reasons for counselor stress in order to 
reduce this stress, as well as and burnout 
(Mullen & Crowe, 2017). Results of this 
study indicate that higher levels of self-
stigma and negative attitudes toward 
professional help-seeking significantly 
predict stress. In other words, when the 
counselor has higher self-stigma and more 
negative attitudes towards seeking 
professional help, their stress level is 
impacted. The awareness of the interaction 
between these variables is valuable 
information for counselors and counselor 
educators so that we can evaluate and 
monitor these internalized stigmas in 
students, trainees, and professional 
counselors. Although mental health 
knowledge is essential for professional 
counselors, results of this study indicate that 
mental health literacy is not a significant 
predictor of stress. Thus, knowledge about 
mental health does not seem to impact 
counselors’ stress levels. These results 
indicate that we cannot merely increase 
knowledge as a stress-reduction technique, 
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or assume ones’ knowledge about mental 
health on a professional level might result in 
less stress since literacy did not impact 
levels of stress in counselors. Instead, these 
findings suggest that we consider additional 
tools such as attending to attitudes and 
internal processes such as internalized 
stereotypes and personal assumptions in 
order to shift negative perceptions and 
stigmas and improve stress and satisfaction. 
When compared to Chen et al.’s 
(2018) study, our results related to mental 
health literacy differed. In the current study, 
mental health literacy was not a significant 
predictor of stress or satisfaction in 
practicing counselors. Chen et al.’s study did 
not focus on stress and satisfaction as the 
current research did, but mental health 
literacy was a strong factor (above and 
beyond stigma) in help-seeking attitudes. 
This seems to suggest that mental health 
literacy might be a topic of future research 
as, in contrast to previous work (Chen et al., 
2018), this study did not find it to be as 
significant a construct in the interplay of 
similar concepts. Perhaps mental health 
literacy impacts those in the counseling field 
differently than those who may be less 
knowledgeable about mental health. For 
instance, professional counselors may 
choose this career path with a specific 
interest in learning more about treatment of 
mental health. Because of the aspect of 
choice, rather than a personal experience 
such as dealing with family members with 
mental illness, professional counselors may 
expect to encounter stress and satisfaction 
and may have a different level of locus of 
control compared to the general population. 
Another noteworthy consideration related to 
counselors and mental health literacy is that, 
it can be assumed that practicing counselors 
who have specialized training in mental 
health possess more knowledge about 
mental health concerns, thus having more 
mental health literacy then the general 
population. Thus, the current sample was 
perhaps inherently different than previous 
samples (Crowe et al., 2018; Chen et al., 
2018; Evans-Lacko et al., 2010; Jorm, 2000; 
Kutcher et al., 2016). More research may 
help to uncover these nuances in mental 
health literacy impacts.    
Satisfaction, Self-Stigma, Help-Seeking 
Attitudes, and Mental Health Literacy 
In addition to looking at perceived 
stress, this study explored the impact of 
mental health literacy, self-stigma, and 
attitudes towards professional help-seeking 
on reported satisfaction in practicing 
counselors. In general, the above variables 
predicted 13% of the variance in counselors’ 
life satisfaction with data indicating that 
both high levels of self-stigma and attitudes 
towards professional help-seeking had a 
significant impact on perceived satisfaction. 
In contrast, mental health literacy was not a 
significant predictor of life satisfaction. This 
information is valuable, demonstrating that 
cognitive learning and information is less 
predictive of life satisfaction than attitudes 
and internalized belief systems about the 
need and usefulness of mental health 
services. Rather than teaching and learning 
from a single cognitive perspective, it is 
vital to address the counselor’s world view 
and the importance of belief systems related 
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to mental health care. Personal attitudes, 
beliefs, and assumptions rather than 
knowledge might be worthy of a closer 
investigation among practicing counselors, 
as mental health literacy did not appear to 
impact stress and satisfaction.  
Results of this current study are 
consistent with previous findings that 
perceived life satisfaction and stress are 
negatively correlated (Buser & Kearney, 
2017). Researchers have suggested that 
creating an internal locus of control may 
decrease stress (Gray-Stanley et al., 2010). 
The current study suggests that adjusting 
one’s perception of the need and use of 
mental health services may impact perceived 
stress and overall life satisfaction.  
The Model for Mental Health Help 
Seeking (Cauce et al., 2002) helped frame 
some of our understanding of the current 
study’s concepts (i.e., attitudes towards 
help-seeking, stigma, and mental health 
literacy). The three aspects of help-seeking 
in the model include (a) recognizing the 
mental health problem, (b) deciding to seek 
help, and (c) selecting a service. One’s 
world view influences these three domains. 
Perhaps in our sample, the world view of 
practicing counselors, who may have more 
mental health literacy and ability to 
recognize when a mental health concern 
arises, was different from that of those in the 
general population. Because our study 
focused on stress and satisfaction among 
practicing counselors and how these were 
impacted by mental health literacy, help-
seeking, and stigma, we used the model only 
as a beginning frame of reference, and 
encourage more work to be done on 
researching this model’s efficacy with 
practicing counselors, or those in the general 
population.  
Implications for Professional Counselors 
Internalized and socialized stigma 
related to mental health have been well 
documented in counseling literature (Oexle 
et al., 2018). Despite systemic approaches 
for changing attitudes towards mental health 
(Corrigan & Calabrese, 2005), a negative 
stigma remains (Mullen & Crowe, 2017). 
Additionally, stigma towards mental health 
and negative attitudes towards help-seeking 
persist among mental health service 
providers (Mullen & Crowe, 2017; Smith & 
Cashwell, 2010). The current study 
demonstrates how attitudes and stigma 
impact overall stress and life satisfaction 
among counseling professionals. Results 
indicate that a more positive attitude and a 
reduced level of self-stigma are associated 
with less stress and greater satisfaction. 
Although not a direct predictor of 
satisfaction, mental health literacy is also 
essential as it leads to decreased stigma and 
better attitudes towards help-seeking (Smith 
& Cashwell, 2010). The current findings are 
consistent with previous studies that 
demonstrate stigma is related to burnout 
(Mullen & Crowe, 2017), and that those 
counselors with higher levels of satisfaction 
possess less stigmatizing and negative 
attitudes towards help-seeking. 
The implications for this research are 
relevant for counselors, counselor educators, 
and supervisors. Self-stigma of mental 
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illness and attitudes towards help-seeking 
are important variables for clinicians 
because they impact the therapeutic 
relationship. For instance, a clinician may 
use negative attending to alter the course of 
therapy, or may deal with counter-
transference issues.  Clients may have 
internalized stigmas (Lucksted et al., 2011), 
but professionals may also have 
unrecognized negative attitudes towards 
help-seeking. As counselors, it is essential to 
recognize that biases exist and may be an 
unconscious variable in clinical 
relationships. It is also essential to safeguard 
clients from negative attitudes and stigma 
that may influence conceptualization and 
treatment of clinical issues. Additionally, by 
attending to self-stigma and attitudes 
towards help-seeking, counselors may 
experience a decrease in stress and increase 
in life satisfaction. In a field focusing on 
self-care, perhaps addressing stigma is a 
novel approach to reducing burnout and 
improving overall satisfaction. 
Clinical supervisors are in a unique 
position to make use of the results of this 
study. Supervisors of graduate-level and 
postgraduate trainees can bring awareness to 
their supervisees about the impact of 
internalized stigma and attitudes towards 
seeking help for a mental health concern. If 
a supervisee is experiencing symptoms of 
stress, burnout, or doubt about their 
professional identity, a supervisor may draw 
from this study the importance of addressing 
personal attitudes and beliefs about mental 
illness. In creating more positive attitudes 
and a less stigmatized response to mental 
health services, supervisors can assist their 
supervisees in finding more life satisfaction 
and decreasing stress levels. 
In addition to increasing professional 
knowledge, counselor educators can use 
results of this study to demonstrate to 
counselors in training the need for continual 
attention to therapeutic relationships, 
personal values, and beliefs. Counselor 
educators can benefit from the results of this 
study as well. Educators may adjust teaching 
and supervision strategies with the 
awareness that increasing knowledge does 
not have a direct impact on reducing stress 
or increasing life satisfaction. Instead, 
counselor wellness can be facilitated 
through exploring and adjusting personal 
attitudes related to mental health and 
associated stigmas. Counselor educators can 
generate classroom dialogue and create 
activities that address not only knowledge 
but also attitudes and skills related to self-
awareness of self-stigma and attitudes 
towards help-seeking. 
Although the findings from the 
current study indicate that mental health 
literacy is not a direct predictor of stress and 
satisfaction, professionals can glean that 
knowledge has an impact on attitudes related 
to mental health services. As the results of 
the current study demonstrate, attitudes and 
stigma are important variables that impact 
stress and satisfaction. Increasing awareness 
and knowledge of mental health issues may 
reduce stigma and negative attitudes, having 
an indirect effect on these protective 
variables. 
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A final implication for counselors, 
counselor educators, and supervisors is the 
need to address help-seeking behaviors 
among mental health professionals. 
Counselors at all levels should be 
encouraged to discuss their own need for 
professional support. Self-stigma and 
attitudes towards help-seeking can 
potentially prevent professionals from 
obtaining professional help. Intra-
professional advocacy and continued social 
activism to reduce the stigma of mental 
illness are ways in which counselors can use 
the findings of this study to create both 
micro- and macro-level change. 
Limitations and Implications for Future 
Research 
As with any research, the current 
study is not without limitations. We used 
two sampling methods to recruit participants 
– an alumni database from a southeastern
university and a state database. There were a
large number of undeliverable email
addresses which reduced the researcher’s
ability to determine response rates. This
sampling method was chosen to increase the
overall sample size, but it is a noteworthy
limitation. Additionally, sampling bias could
be present, those who did complete the
survey may be a unique sub-group of
professional counselors. As with any self-
report data, there always is a possibility of
social desirability. Finally, The Mental
Health Knowledge Schedule demonstrated
weak reliability with a Cronbach’s alpha of
.62, indicating questionable internal
consistency reliability. Future research may
consider other measures to assess mental 
health literacy.  
A growing body of research has 
explored the role of self-stigma among 
mental health professionals. Research has 
shown that environment (Dir et al., 2018), 
knowledge, and previous experience with 
mental health services all have a role in self-
stigma (Golberstein et al., 2008). The 
current study adds to the literature by 
exploring the role of counselors’ stigma and 
how this might impact stress and 
satisfaction. This population is different 
from previously surveyed groups in that the 
participants were practicing counselors, who 
likely have a greater knowledge base than 
trainees or newer counselors under 
supervision. This unique demographic 
variable may shift the influence of 
knowledge about both self-stigma and help-
seeking attitudes. 
Directions for future research may 
seek to examine cultural variables related to 
internalized stigma related to mental health, 
specifically the role of race-gender schemas 
by which women counselors of color may 
operate (Watson & Hunter, 2015). 
Additional research may also seek to explore 
further the results of this study and those of 
Golberstein et al. (2008) as they relate to the 
personal and familial experience of mental 
health services and the relationship with 
both stigma and attitudes of mental health. 
An additional direction for future research is 
to examine the attitudes and stigma of 
substance abuse treatment.  
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Table 1 
Correlations, Means, and Standard Deviations for the Variables in This Study 
Variable 1 2 3 4 5 
1. MAKS - 
2. ATMHT .11 - 
3. SSOMI .03 -.32** - 
4. PSS .03 -.31** .31** - 
5. SLS .10 .32** -.26* -.64** - 
M 25.34 63.05 24.73 14.35 25.78 
SD 2.71 6.49 7.67 6.55 5.96 
Note. N = 145, MAKS = Mental Health Knowledge Schedule, ATMHT = 
Attitudes Towards Mental Health Treatment, SSOMI = Self-Stigma of Mental 
Illness, PSS = Perceived Stress Scale, SLS = Satisfaction with Life Scale, * p < .01, 
** p < .001 
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Abstract 
The purpose of this study was to develop and validate the Optimal Supervision Environment 
Test (OSET), an instrument designed to assess the supervisor’s ability to create an optimal 
supervision environment. Using confirmatory factor analysis (CFA), the initial validation of 
the OSET has yielded a three-factor model that identifies the following three environmental 
domains of supervision: the Emotional Environment, the Learning Environment, and the 
Power Environment. The total scale and each OSET subscale have strong internal consistency 
(.84 to .90). These results provide initial support for using OSET as a valid and reliable 
multidimensional supervision instrument. 
Supervision is a critical element in 
the training and development of 
professional counselors (Bernard & 
Goodyear, 2019). The supervisory 
relationship often is the 
most formative relationship that new 
counselors experience as they develop 
professional identities (Riggs & Bretz, 
2006). Furthermore, supervision consistently 
promotes counselors’ growth and 
development so that they satisfy the 
standards of the profession and ensure 
therapeutic effectiveness (Bernard & 
Goodyear, 2019). Several studies showed 
the effectiveness of supervision in 
promoting the growth and well-being of the 
counselors and positive client outcomes 
(Cashwell & Dooley, 2001; DePue et al., 
2020; Gibson et al., 2009)  
Despite the potential benefits of 
supervision, the experience of supervision 
can also be negative and even damaging for  
supervisees. For example, Gray et al. (2001) 
interviewed 13 psychotherapy trainees to 
explore their experiences in 
“counterproductive” supervision events. The 
researchers defined a counterproductive  
event as “any experience that was hindering, 
unhelpful, or harmful in relation to the 
trainee’s growth as a therapist” (Gary et al., 
2001, p. 371). Participants all reported at 
least one counterproductive experience, 
including supervisors dismissing trainees’ 
thoughts and feelings, lacking empathy, and 
inappropriately self-disclosing.  
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 Most perceived counterproductive 
events were attributed to supervisors not 
attending to their trainees’ thoughts and 
feelings. After those experiences, trainees 
reported changing their behaviors toward 
their supervisors, most commonly by 
repressing disclosure. Nelson and 
Friedlander (2001), who interviewed 13 
master’s and doctoral-level trainees, 
reported that “bad supervisors” were viewed 
by trainees as being “remote and 
uncommitted to establishing a strong 
training relationship” (p. 387). As a result of 
perceived inadequatesupervision, some of 
the trainees reported experiencing long-
lasting self-doubt and extreme stress.  
In an effort to enhance supervision, 
considerable research interest has focused 
on the importance of matching supervisees’ 
developmental levels with appropriate 
supervisory conditions, typically referred to 
as the supervision environment (Bernard & 
Goodyear, 2019). When supervisors match 
supervisory interventions to their 
supervisees’ current developmental level 
and then mismatch their interventions to 
their supervisees by relating from the next 
developmental level, this approach optimize 
the supervisory environment. Stoltenberg 
(1981) noted that the optimal supervision 
environment is one in which there is a 
mismatch in challenge of about one-half step 
beyond the supervisee’s current level of 
functioning. This optimal mismatch extends 
the supervisees’ thinking but does not 
overwhelm the supervisees’ thinking with 
more information that they can handle. 
Borders (1998), applying the framework of 
ego development, suggested that for 
supervisees to transition to a higher level of 
ego development within the context of 
supervision, the supervisor must be 
functioning at least one ego developmental 
stage higher than their supervisees.   
The Optimal Supervision Environment 
To maximize the effectiveness of 
supervision and prevent inadequate and even 
harmful supervision, supervisors must strive 
to establish an optimal supervision 
environment through an ongoing process of 
adjusting their supervisory interventions 
based on the varying needs of supervisees. 
Drawing from the current research, it 
appears that this adjustment process must 
optimally occur in relation to three primary 
environmental dimensions: (a) the emotional 
environment, (b) the learning environment, 
and (c) the power environment. 
The Emotional Environment (EE) 
Studies have demonstrated a strong 
association between supervisors’ and 
supervisees’ emotional bonds and various 
supervision outcomes (DePue et al., 2020; 
Ellis, 2010; Ladany, 2004; White & 
Queener, 2003). Ladany et al. (1999) 
investigated the relationships between 
supervisory alliance, supervisee self-
efficacy, and supervisees’ satisfaction with 
supervision. A strong emotional bond was 
found to be predictive of supervisees’ 
satisfaction with supervision. As the 
emotional bond between supervisor and 
supervisee increased in strength, supervisees 
perceived their supervisors’ personal 
qualities and performance and their 
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behaviors in supervision more positively. 
Additionally, supervisees perceived a higher 
level of comfort in supervision.  
According to Watkins (2010), the 
supervisor establishes the relationship as a 
container or holding environment 
(Winnicott, 1965) to create a safe space for 
the supervisee, wherein trust, consistency, 
and dependability permeate every facet of 
the supervisory relationship. Watkins 
suggested that when the supervisee 
experience anxiety, the supervisor should 
provide comfort; when the supervisee has 
doubts, the supervisor should provide 
reassurance; and when the supervisee lacks 
direction, the supervisor should provide 
guidance. In effect, the supervisor creates a 
secure emotional refuge within which a 
supervisee can feel safe enough to assume 
the risks associated with the new experience 
of counselor training. 
White and Queener (2003) found 
that a supervisor’s ability to create secure 
adult attachments and social provision (i.e., 
social network) was predictive of both 
supervisees’ and supervisors’ perceptions of 
the supervisory working alliance. The 
supervisor’s abilities to form close 
attachments and to feel intimate in 
relationships were found to be more 
predictive of a strong supervisory alliance 
than if the same characteristics brought to 
the supervisory relationship by supervisees. 
This finding further demonstrates the 
importance of a relational bond between 
supervisor and supervisee in the creation of 
a supervision environment that is perceived 
as supportive and effective. It also highlights 
the critical role that the supervisor plays in 
facilitating an emotional bond and secure 
attachment with supervisees that appears to 
be critical to an effective supervision 
environment. 
The Learning Environment (LE) 
To provide adequate supervision, 
Borders (1989b) suggested that supervisors 
must consider their supervisees as “learners” 
and themselves as “educators” who create 
productive learning environments (p. 6). 
More specifically, she and several other 
researchers have concluded that competent 
supervisors can create a learning 
environment in which their knowledge and 
skills are appropriately imparted to 
supervisees according to each supervisee’s 
level of cognitive complexity (Borders, 
1989a; Borders & Fong, 1989; Borders, et 
al., 1986; Ladany et al., 2001; Lovell, 1999). 
A developmentally matched supervision 
environment ensures that supervisees can 
accurately comprehend their new learning 
experiences; such an environment has also 
shown to promote supervisee capacity to 
comprehend increasingly complex learning 
concepts (Granello, 2002, 2010). In a study 
of 63 counseling practicum and internship 
students, Borders et al. (1986) found that 
students at lower ego levels used more 
simplistic, concrete descriptors of their 
experiences. In contrast, those at higher ego 
development levels used more sophisticated 
and interactive descriptors. In a study of 27 
counseling practicum students, Borders 
(1989a) found that students with higher 
levels of cognitive complexity (i.e., a higher 
level of ego development) reported 
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significantly fewer negative thoughts about 
clients and their performance and were 
better able to remain objective and neutral in 
the counseling sessions. A longitudinal 
study of cognitive development among 43 
counseling students by Fong et al. (1997) 
found that the students’ cognitive 
complexity increased from the beginning to 
the end of their counselor training program 
and that students with higher levels of 
cognitive development used more 
sophisticated and effective verbal skills, had 
more confidence in their work, and found 
counseling less difficult. 
These studies support the importance 
of providing a learning environment in 
counselor training that facilitates learners’ 
cognitive development, given that 
counselors at higher levels of cognitive 
development are better able to formulate a 
thorough, objective understanding of the 
client and communicate effectively and 
confidently in the counseling sessions. 
Research supports the notion that 
supervision is an ideal setting to promote 
counselors’ cognitive complexity by 
matching supervisory interventions to each 
supervisee’s current level of cognitive 
functioning and slightly mismatching those 
interventions such that supervisees are 
challenged toward more complex thinking 
(Borders et al., 1986; Borders, 1989a; Fong 
et al., 1997). Thus, it seems that the 
effectiveness of the learning environment 
within a supervision setting strongly 
depends upon the supervisor’s ability and 
effort to understand each supervisee’s 
current level of cognitive functioning and to 
administer supervisory interventions that are 
gauged upon that understanding. 
The Power Environment (PE) 
Counseling supervisors are 
responsible for evaluating the professional 
performance of their supervisees (ACA, 
2014; CACREP, 2015), and this evaluative 
component of supervision bestows 
supervisors with an important source of 
power and interpersonal influence (Bernard 
& Goodyear, 2019). Evaluation and 
discussion of supervisees’ personal 
challenges are inherent qualities of 
supervision that can provoke anxiety among 
supervisees, even within the best 
supervisory relationships (Pearson, 2000). 
Supervisees are often expected to discuss 
their vulnerabilities and disclose their fears 
to the same supervisors that evaluate them; 
such expectations may generate tension for 
both supervisees and supervisors, leading to 
potential relational conflicts (Ladany et al., 
2005; Nelson & Friedlander, 2001). 
Because students are emotionally 
vulnerable in the context of their 
supervision, they are in a poor position to 
advocate for themselves should the 
boundaries of that relationship break down 
(Jacobs, 1991). Supervisees may be hesitant 
to communicate their needs in supervision 
because of their perception that supervisors 
are in a position of higher authority, and that 
doing so could result in negative evaluation. 
Ladany et al. (1996) demonstrated this 
hesitancy by examining 108 therapists in 
training and investigating the nature, 
content, and reasons behind supervisees’ 
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nondisclosure. They found that 97 (90%) of 
the supervisees had experienced at least one 
negative reaction to a supervisor and that 
most supervisees (97.2%) did not disclose 
their negative experiences in supervision for 
fear of retaliation, therefore placing 
supervisors in a difficult position to receive 
adequate feedback about their supervision 
performance. Thus, due to their position of 
authority alone, counseling supervisors may 
routinely be denied the benefits that 
formative feedback from supervisees, even 
if they are open to receiving it.  
Nelson et al. (2008) have 
emphasized the importance of a strong 
supervisor-supervisee alliance in 
overcoming supervisee resistance to 
disclosure of supervision needs due to the 
power differential with their supervisor. 
Through a study involving interviews with 
12 supervisors recognized by their 
professional peers as being highly 
competent, the researchers found that 
supervisors who understand the hierarchical, 
evaluative nature of the supervisory 
relationship and take purposeful steps to 
create a trusting supervision environment 
are most likely to receive honest feedback 
from supervisees. The specific steps to be 
taken by supervisors include discussing the 
nature and scope of their evaluative role 
early in the supervisory relationship, inviting 
feedback from supervisees regularly, being 
willing to acknowledge their weaknesses to 
supervisees, and discussing strategies with 
supervisees about how conflicts of 
perspective will be addressed. While 
supervisors may not be able to eliminate the 
imbalance of power that exists innately in 
the relationships with their supervisees, they 
can take proactive steps to lessen the 
deleterious effects of that power differential 
on the supervision environment. 
Despite the essential role of the 
supervision environment in the development 
of counselors, there is a lack of research 
evaluating the quality of clinical supervision 
and a critical need for more structured and 
methodologically sound research (Bernard 
& Goodyear, 2019; Kilminster & Jolly, 
2000; Wheeler & Richards, 2007). 
Furthermore, the quality of existing 
supervision research is reported as 
“substandard” (Ellis & Ladany, 1997, p. 
492), suggesting that few conclusions can be 
legitimately drawn from it to inform the 
preparation of supervisors. Given the lack of 
available instruments for the evaluation of 
supervisors, we designed the Optimal 
Supervision Environment Test (OSET) to 
assess the supervisor’s ability to create a 
supervisory environment that promotes 
counselor development. 
Method 
Construction and field-testing of the 
Optimal Supervision Environment Test 
(OSET) took place in five phases. The first 
phase involved reviewing the relevant 
literature to identify important elements of 
supervision to serve as the basis for creating 
a blueprint for the OSET. The researchers 
defined the construct (i.e., optimal 
supervision environment) and distilled from 
the literature three essential components of 
an optimal supervision environment. The 
instrument blueprint delineated three scales 
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(i.e., Emotional Environment, Learning 
Environment, and Power Environment), 
each deemed to be separate but important 
aspects of counselor supervision. The 
blueprint was constructed to have equal 
numbers of items reflecting the three 
elements.  
The second phase involved writing 
items to populate the test blueprint cells. The 
OSET was designed as an attitudinal 
measure that uses a Likert scale response 
format. To avoid response sets of central 
tendency, the items were constructed using 
4-point response options, with no neutral
option. Over three hundred items were
written by the researchers and then edited by
a recognized expert in test construction.
Following this initial content review, the
initial item pool was reduced to 200 items.
The third phase involved piloting the 
OSET with 14 doctoral students and faculty 
members from a counselor education 
program to improve the clarity of items and 
reduce their total number. The participants 
reviewed and completed the 200-item 
version of the OSET. Item-descriptive 
statistics (i.e., response frequencies, means, 
standard deviations, and range) were 
calculated to identify and modify items that 
were difficult to answer and to delete items 
that did not contribute to the instrument’s 
variability. Using a Cronbach’s Alpha 
reliability criterion of .80, the number of 
items in the instrument was reduced to 81. 
In the fourth phase, an expert panel 
of five supervisors was used to conduct an 
initial assessment of OSET face and content 
validity. The raters were experts in the field 
based on their extensive research 
experience, scholarly research in 
supervision, and experience in providing 
supervision. The reviewers rated the 81 
items based on their fit to the OSET model 
and overall quality; the criterion for item 
determination was the support of at least 
three of the five experts who agreed to either 
add, remove, or modify items. Based on the 
raters’ responses and comments, several 
items were modified and eliminated, 
resulting in a total item pool of 78 items, 
with 26 items in each of the three subscales. 
The fifth phase consisted of the 
administration of the initial OSET to a 
national sample of 93 counseling 
supervisors. As in the earlier analyses of the 
pilot data, an alpha coefficient of .80 was 
used to evaluate the internal consistency 
among both items in the OSET total scale 
and for each of the three subscales. In 
addition, a series of exploratory factor 
analyses (EFA) was used to estimate the 
total variance explained by the specific 
items, to reduce the data set into a smaller 
number of variables, and to reveal the 
underlying structure of the OSET. This 
analysis resulted in a final OSET 
composition of 15 items (5 items per 
subscale). The researchers submitted the 
final collection of 15 items to confirmatory 
factor analysis (CFA) to identify the initial 
factor structure and to estimate the construct 
validity of the OSET.   
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Participants 
The target population of this study 
was counselor educators and clinical 
supervisors across the United States, and the 
convenience sample was drawn from the 
target population. The researchers 
distributed an invitation to participate in the 
study on the CESNET listserv, which is used 
by counselor educators and counseling 
supervisors. Invitations were also distributed 
to university and mental health agency 
settings known to the researchers. The final 
group of participants included 93 clinical 
supervisors between the ages of 26 and 74 
years, with a mean of approximately five 
years of supervisory experience. Of the 93 
subjects, 31 (33.3%) were male, and 62 
(66.7%) were female. Additionally, the 
sample included 77 (82.8%) 
White/European/Caucasian Americans, 10 
(10.8%) African or Black Americans, two 
(2.2%) Asian American or Pacific Islanders, 
and one (1.1%) each of the following ethnic 
groups: Hispanic or Latino Americans, 
Native Americans and multiracial, and 
international. 
Fifty-eight of the participants 
identified themselves as Licensed 
Professional Counselors (LPC), 19 as 
doctoral students in counselor education, 
three as Licensed Marriage and Family 
Counselors (LMFC), three as counselor 
educators, and 10 as others. Fifteen of the 
participants had less than one year of 
supervision experience, 41 had one to five 
years, 19 had six to 10 years, five had 11 to 
15 years, three had 16 to 20 years, and 10 
over 21 years. 
Results 
Demographics 
To examine whether demographic 
variables (i.e., age, race, and gender) 
systematically affect the score of the OSET, 
a three-way analysis of variance (ANOVA), 
with age, gender, and ethnic group as 
independent variables, was conducted. 
Because of the small group sizes, the 
underrepresented ethnic groups were 
combined, resulting in two levels of 
race/ethnicity: Caucasian/European/White 
American (n = 77) and underrepresented 
groups (n = 16). For the purpose of analysis, 
age was coded into five groups: 26 to 30 
years (n = 13), 31 to 40 years (n = 26), 41 to 
50 years (n = 17), 51 to 60 years (n = 21), 
and 61 and above (n = 14). Two participants 
did not indicate their age in the survey. 
ANOVA of variance showed no significant 
main effects at the p < .05 level for age: [F 
(4, 74) = 2.34, p = .06], gender, [F (1, 74) = 
2.53, p = .146], or race/ethnicity, [F (1, 74) 
= .41, p = .52]. There were also no 
significant interactions. Because of these 
results, the sample was treated as one 
homogeneous group, regardless of age, 
gender, or race/ethnicity. 
Validity 
Internal Structure of the OSET 
An exploratory factor analysis (EFA) 
was conducted using a principal component 
analysis (PCA) and a Varimax rotation to 
reduce the data set into a smaller number of 
variables and to reveal the underlying factor 
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structure of the OSET. The number of 
factors to be extracted was determined by 
eigenvalues of greater than 1.0, an 
inspection of the scree plot (Cattell, 1966), 
and extraction criteria of .40 (Kline, 2015). 
The 15 OSET items were subjected 
to exploratory factor analysis (EFA). The 
significance of Bartlett’s test of sphericity, 
[χ2 (105) = 751.76, p < .001], and the size of 
the Kaiser-Meyer-Olkin (KMO) measure of 
sampling adequacy, .87, showed that the 15 
OSET items had an adequate common 
variance for factor analysis. The 
communalities were all above .3, further 
confirming that each item shared some 
common variance with other items.  
Based on these criteria, three factors 
emerged with eigenvalues of greater than 
1.0 after five iterations, accounting for 
66.2% of the overall variance. The OSET 
items loaded onto three factors that 
correspond to Emotional Environment (EE), 
Learning Environment (LE), and Power 
Environment (PE). Each factor equally 
contained five items. The first factor, the 
EE, accounted for 23.9% of the variance, 
with factor loadings for this factor ranging 
from .77 to .82. The second factor, the LE, 
accounted for 20.7% of the variance with the 
factor loading on this factor ranging from 
.47 to .89. The last factor, the PE, accounted 
for 21.6% of the variance with factor 
loadings on this factor ranging from .64 to 
.80. The total variance was distributed 
approximately equally to the three factors of 
OSET. 
Descriptive Statistics 
Analysis of the data provided basic 
descriptive results of the supervisors’ scores 
on the OSET. Overall, participants scored a 
mean of 52.49 (SD = 5.39). The minimum 
and maximum possible overall OSET scores 
are 15.00 and 60.00, respectively. The 
minimum and maximum possible subscale 
scores are 5.00 and 20.00. The EE scores 
ranged from 11.00 to 20.00, with a mean of 
17.69 (SD = 2.33). The LE scores ranged 
from 13.00 to 20.00, with a mean of 17.58 
(SD = 2.18). The PE scores ranged from 
13.00 to 20.00, with a mean of 17.23 (SD = 
2.18). The minimum and maximum possible 
scores for each OSET factor are 5.00 and 
15.00, respectively. Means and standard 
deviations for each OSET item, as well as 
item-scale correlations, are shown in Table 
1. 
To determine the internal 
consistency of the OSET, Cronbach’s 
coefficient alpha was computed on the 15 
items of the OSET total scale and each of 
the factors derived from the exploratory 
factor analysis. The overall total test alpha 
coefficient for this sample was .90. Alpha 
coefficients for the three factors were .89 
(Emotional Environment), .86 (Learning 
Environment, and .84 (Power Environment). 
Wasserman and Bracken (2013) suggested 
that scales intended for research applications 
should minimally be reliable at a level of 
.70, and preferably .80. The reliability scores 
for this sample were considered excellent 
since the reliability scores for both the 
overall scale and each subscale were well 
above the preferred .80 for scale reliability. 
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Overall, the reliability analyses provide 
support for the OSET as a reliable 
instrument. 
Table 2 presents the intercorrelations 
for the OSET subscales and the total scale 
scores. As can be seen in Table 2, the three 
OSET subscales correlated to a moderate to 
a strong degree with the OSET total scale. 
Subscale to total scale intercorrelations 
coefficients ranged from a low .77 for EE 
and total scale, to a high of .85 for LE and 
total scale. These findings suggest that the 
three indices of the OSET are related but not 
sufficiently explained by one score alone. 
The results support the discriminant validity 
of the factor scores and suggest that 
interpreting the total test and the three 
subscales is acceptable. 
Measurement Model 
A confirmatory factor analysis was 
used to compare the estimate of fit for each 
of two measurement models: a one-factor 
model and a three-factor model. For the one-
factor model, there was one latent variable, 
the Optimal Supervision Environment, 
which had 15 indicators. For the three-factor 
measurement model, three latent variables, 
Emotional Environment (EE), Learning 
Environment (LE), and Power Environment 
(PE), each had five indicators. The three 
latent variables were allowed to correlate, as 
shown in the correlation analyses among the 
factors. 
The adequacy of measurement and 
structural model fit was based on the chi-
square (χ2) statistic and several additional 
indices, including the minimum value of the 
discrepancy-C divided by the degree of 
freedom (CMIN/df), comparative fit index 
(CFI), the non-normed fit index (NNFI), and 
the root mean square error of approximation 
(RMSEA). Various cutoffs ranging from 2 
to 5 have been suggested for CMIN/df. In 
this study, the researcher used 2.00 as the 
cutoff, with higher values indicating an 
inadequate fit (Schumacker & Lomax, 
2015). In addition, values less than .06 for 
the RMSEA (Hu & Bentler, 1999) and 
values above .95 for the CFI and NNFI (Hu 
& Bentler, 1999) indicated a generally good 
fit to the data. 
The two models were tested using 
maximum likelihood estimation. 
Standardized regression weights on each 
item were > .40, highlighting good factor 
loading. The hypothesized one-factor model 
of OSET was examined and the data showed 
a poor fit to the model according to the 
approximate fit indices: χ2 (90, N = 93) = 
341.473, p < .001; CIM/df = 3.79; CFI = 
.64; NNFI = .58; and RMSEA = .17. On the 
other hand, the model fit statistics for the 
three-factor model of OSET indicated a very 
good fit to the data, χ2 (87, N= 93) = 
116.33, p = .02; CIM/df = 1.34; CFI = .96; 
NNFI = .95; and RMSEA = .06. Item scores 
loaded strongly on the intended factor. 
Modification indices were inspected, and no 
items appeared to cross-load. Therefore, the 
results of fit indices for the two models 
suggest that the three-factor model is 
superior to the one-factor model. The 
confirmatory factor analysis also supports 
the interpretation of the three respective 
scales, as well as the total test score as an 
overall measure. 
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Discussion 
The primary purpose of this study 
was the construction and initial validation of 
the Optimal Supervision Environment Test 
(OSET). The five phases of scale 
development provided preliminary evidence 
of reliability and validity for the OSET. The 
results are largely supportive of the OSET as 
a scale to assess supervisors’ creation of 
optimal supervision environments. 
Descriptions of the OSET 
The OSET assesses supervisors’ 
perceived ability to create an optimal 
supervision environment through three 
subscales: (a) the Emotional Environment 
(EE), (b) Learning Environment (LE), and 
(c) Power Environment (PE). The OSET is
designed to be administered by counselor
educators, supervisors, and supervisors in-
training in the group or individual test
administration venues. Although the OSET
does not have administration time limits, the
instrument can be administered in
approximately five minutes. The OSET
contains 15 Likert-type self-report items
with four response options and no neutral
option. Each subscale contains five items.
Administration of the OSET results in four
scores: (a) the total OSET score; (b) the EE
score; (c) the LE score; and (d) the PE score.
The raw scores of three subscales are
combined to create the overall raw OSET
score. The score for the total OSET ranges
from 15 to 60; the three subscale scores
range from 5 to 20.
The content of the items on the EE 
subscale describes the supervisor’s 
understanding of supervisees’ emotional 
needs and the ability to create a healthy 
supervisory relationship that promotes 
counselor development. Items on this 
subscale captured the notion that supervisors 
should initiate the supervisory relationship 
by appreciating the emotional needs of 
supervisees and creating an environment 
that allows supervisees to feel safe and 
supported. The items of the LE subscale 
assess supervisors’ perceived ability to 
understand supervisees’ learning needs and 
to intervene during supervision according to 
the supervisees’ developmental level. 
Competent supervisors are skilled educators 
who impart their counseling knowledge and 
skills by matching supervision interventions 
according to their supervisees’ cognitive 
developmental levels (Borders, 1989a). The 
PE assesses the supervisor’s perceived 
ability to understand the hierarchical, 
evaluative nature of the supervisory 
relationship and to create an evaluative 
environment that promotes counselor 
development. Evaluation and feedback are 
essential roles for supervisors when 
monitoring the quality of professional 
services supervisees offer to clients. Such 
evaluation and feedback position the 
supervisor as a gatekeeper for the 
profession, monitoring and facilitating 
supervisee growth and development 
(Bernard & Goodyear, 2019), modeling 
effective feedback for supervisees (Freeman, 
1985), and encouraging supervisees’ self-
evaluation (Farnill et al., 1997). Items on 
this subscale address the importance of 
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supervisors’ provision of useful feedback 
and sensitive evaluation during supervision. 
Reliability 
The total scale and each OSET 
subscale were shown to have strong internal 
consistency. The OSET subscale scores had 
sufficient reliability for research purposes 
with alpha coefficients above .80 and .90 for 
total scales as recommended by Wasserman 
and Bracken (2013). The estimates of 
internal consistency of the total OSET and 
its subscales suggest that examiners can 
expect examinee item responses to be 
consistent within scales. The high alpha 
coefficients also suggest that the OSET will 
likely perform reliably in future research and 
training applications. 
Validity 
This study used a principal 
component analysis (PCA) as the 
exploratory factor analysis (EFA) method to 
examine the initial factor structure and 
construct validity of this scale. Based on the 
results of the EFA, a three-factor solution 
appeared to describe the dimensions of the 
optimal supervision environment. The final 
OSET contained 15 items with three 
subscales: the Emotional Environment (EE), 
the Learning Environment (LE), and the 
Power Environment (PE). Primary factor 
loadings for each of the three factors were 
identified, and only one of the 15 items on 
the OSET had a primary loading of less than 
.50 on its respective scale. The results of the 
EFA provide initial evidence in support of 
the OSET construct validity, in that it 
demonstrates an interpretable underlying 
factor structure that coincides with the 
instrument’s theoretically-based blueprint. 
The final factor analysis performed 
on the 15-item OSET had a ratio of 
participants to items greater than 6:1, with 
items per factor and the majority of factor 
loadings greater than .60. Only two of the 15 
items’ communalities were less than .60. 
Worthington and Whittaker (2006) 
suggested that smaller samples may be 
adequate for factor analysis if the analyses 
yield communalities of .60 or greater or 
there are at least four items per factor, and 
the factor loadings are greater than .60. 
Concerning the total sample size for 
EFA, Gorsuch (1983) also recommended at 
least a 5:1 ratio of participants to items. This 
sample, therefore, satisfied Gorsuch’s 
recommended ratio and satisfied 
Worthington and Whittaker’s (2006) 
recommendation of items per factor and 
factor loading magnitudes. Additionally, the 
size of the Kaiser-Meyer-Olkin (KMO) 
measure of sampling adequacy was good (> 
.60), which further supports the 
appropriateness of the sample for this study. 
Ellis and Ladany (1997) 
recommended the use of confirmatory factor 
analysis (CFA) in instrument development 
and the testing of an a priori factor model in 
supervision research. This study satisfied 
their recommendations by using the CFA to 
test the hypothesized three-factor structure 
of the OSET. The results indicated that the 
model’s goodness-of-fit with the data was 
good but not excellent; however, it still 
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satisfied all the recommended criteria. One 
possible explanation for a less than excellent 
fit is that the field study employed a 
relatively small sample. Because the exact 
sample size needed to perform a reliable 
CFA is not well established (Kline, 2015), it 
is difficult to identify the extent to which 
sample size affected the overall statistical fit 
of the model. The CFA also provided 
support for the multidimensionality of the 
supervisory construct. The three-factor 
model had slightly better fit indices than the 
alternate proposed one-factor model. These 
results indicate that not only does the OSET 
assess the nature of the optimal supervision 
environment, but also demonstrates that the 
optimal supervision environment can be 
viewed as a multidimensional construct. 
The intercorrelations of the OSET 
subscales were moderate, suggesting that the 
three factors of the OSET are related. This 
result was to be expected, since they are 
each part of counseling supervision but not 
sufficiently explained by a single total test 
score. The results support the discriminant 
validity of the three-factor scores; 
importantly, the minor differences between 
the one and three-factor CFA solutions 
suggest that interpreting either or both, the 
total test and the three subscales, would be 
appropriate. Since the OSET was based on a 
comprehensive blueprint that guided 
instrument development, it seems likely that 
the three-factor structure for the OSET will 
also be supported with future samples of 
clinical supervisors. 
A three-way analysis of variance 
(ANOVA), using supervisees’ age, gender, 
and ethnic group as independent variables 
and the OSET score as a dependent variable, 
was conducted and found no significant 
effects for all independent variables. This 
finding demonstrates that the scale performs 
consistently across demographic groups, 
thus suggesting that the OSET scores are 
affected more by supervisors’ ability rather 
than the characteristics of the participants. 
Implications for Counselor Education 
and Supervision 
Counselor educators and supervisors 
need to be proactive in providing positive 
and meaningful supervision experiences for 
counselors and counseling students. The 
2014 ACA Code of Ethics states that 
counselor supervisors, trainers, and 
educators have an ethical duty to promote 
meaningful and respectful professional 
relationships and to monitor client welfare, 
as well as supervisee performance and 
professional development. The three factors 
of optimal supervision environment (i.e., 
emotional, learning, and power 
environments) could provide clinical 
supervisors with a framework to understand 
and evaluate their supervision performance. 
Studies have shown that supervisors are 
mainly responsible for perceived negative 
consequences in supervision due to poor 
performance (Ellis, 2010; Gary et al., 2001). 
One of the main problems for poor 
supervision was that supervisors did not 
have a framework to monitor their 
supervisory performance. For example, the 
emotional environment can serve as an 
indicator that supervisors will need to 
provide emotional support depending on the 
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supervisees’ counselor development level. 
The learning environment can help 
supervisors understand and promote 
supervisees’ cognitive development by 
creating an effective learning environment. 
Supervisors also can monitor the 
hierarchical, evaluative nature of the 
supervisory relationship to create an 
evaluative environment that promotes 
counselor development. This model can be a 
useful framework to monitor the 
supervisor’s ability to create an optimal 
supervision environment. 
Counselor educators can use this 
model to monitor and provide feedback to 
training supervisors on their supervisory 
behaviors. Novice supervisors can use this 
model as a guide to understanding the core 
elements of supervision. This model may 
offer valuable information regarding the 
ability of novice supervisors to engage in 
accurate self-reflection. This model can also 
allow counselor educators and supervisors to 
help the supervisors-in-training more 
accurately understand their professional 
development. 
This model looks to be an ideal 
model for use in future supervision research. 
The model can be used to build a 
supervision instrument using the three 
identified factors. An assessment can be 
designed to measure the supervisor’s ability 
to create an optimal supervision 
environment. Counselor educators and 
supervisors can use this model to measure 
supervisory functions that work effectively 
and the functions that may need additional 
attention. It may be used as a measurement 
for supervisors’ developmental growth as a 
professional. 
Conclusion 
The goal of this study was to develop 
and evaluate the psychometric properties of 
the Optimal Supervision Environment Test 
(OSET). Results based on 93 counselor 
educators and clinical supervisors indicated 
that the instrument yields three factors: 
Emotional Environment, Learning 
Environment, and Power Environment. 
Sixty-six percent of the variable was 
explained. The OSET demonstrated high 
internal consistency with an overall 
Cronbach’s alpha of .90. The three-factor 
model met all the model fit statistics criteria. 
The findings of the current study provide an 
important first step toward validation, but 
further efforts to assess the psychometric 
properties of the OSET are needed. 
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Table 1 
Means, Standard Deviation, and Item-Scale Correlations of OSET 
Item M SD 
Scale 
Correlation 
My supervisee felt “safe” during our supervisory sessions. 3.48 .54 .58 
My supervisee interacted with me in a genuine manner. 3.55 .58 .66 
Our supervisory relationship was characterized by a sense of 
mutual trust. 
3.48 .60 .70 
There was a positive atmosphere during our supervisory 
sessions. 
3.58 .52 .60 
My supervisee and I shared mutual respect as part of our 
supervisory relationship. 
3.59 .54 .68 
I was aware of and sensitive to my supervisee's training needs. 3.49 .50 .67 
I matched my supervision approach to my supervisee's level of 
experience. 
3.46 .60 .73 
I tailored supervision to my supervisee’s level of competence. 3.45 .60 .64 
I valued my supervisee's explanations about clients' behaviors. 3.58 .52 .68 
I modeled appropriate personal and professional boundaries. 3.59 .52 .66 
I acknowledged when my supervisee had made progress 
towards supervision goals. 
3.55 .52 .60 
I consistently provided evaluation feedback to my supervisee. 3.31 .53 .64 
I was aware of and sensitive to the supervision evaluative 
process. 
I provided evaluative feedback based on observations of my 
supervisee’s performance. 










Note.  M = mean; SD = standard deviation 
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Table 2 
Means and Intercorrelations for EE, LE, and PE 
Variables M SD 1 2 3 4 
1. Emotional Environment 17.69 2.33 - .47* .37* .77* 
2. Learning Environment 17.58 2.18 - .60* .85* 
3. Power Environment 17.23 2.18 - .81*
4. Total Scale 52.49 5.39 -
Note. M = mean; SD = standard deviation 
* p < .01
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The latest U.S. Census Bureau listed an increase in ethnic and racial diversity in the United 
States.  Contributing to this are the growing statistics of refugees and immigrants whose 
intrapersonal experiences vary from the mainstream culture.  Considering this growth, it is 
vital that counseling supervisors are aware of various cultures, ethnicity, social, and spiritual 
experiences of supervisees in training in order to provide ethical and competent supervision.  
This paper discusses supervisory issues, directions and trends, social justice issues, and the use 
of technology in multicultural supervision. 
As monitored by the U.S. Census 
Bureau (2019), there is an immense increase 
in ethnic and racial diversity compared to 
the 1990’s.  This growth is projected to 
continue through the year 2060. As of the 
year 2018, approximately 327 million 
individuals resided in the United States, with 
Caucasians representing 76.6% of the total 
population, followed by Hispanic/Latino 
(18.1%), African American (13.4%), Asian 
(5.8%), biracial/multiracial (2.7%), and 
American Indian/Alaska Native (1.3%) 
individuals.  This U.S. population census is 
projected to grow 78.2 million with a spike 
in multiracial and multi-ethnic births (Vespa 
et al., 2018).  Considering these statistics, it 
is imperative that supervisors and 
supervisees in the counseling profession pay 
attention to their intrapersonal and 
interpersonal worldviews, beliefs, values, 
biases, and prejudices as they continue to 
work in the mental health profession 
(Bernard & Goodyear, 2014).  Whether 
overtly or covertly acknowledged, race and 
ethnic identities are sensitive topics in the 
western society which need to be addressed 
within the supervisor-supervisee 
relationship.  Culturally competent 
counselors address the cultural differences 
between the supervisor and supervisee to 
effectively strengthen their alliance 
(Matthews et al., 2018).  With multicultural 
racial and ethnic awareness comes 
awareness of other complex issues such as 
sexual minority, gender issues, disability, 
and issues of religion and spirituality, this 
would help prevent clouding one’s decision-
making skills and avoid relying on 
stereotyped generalizations regarding racial-
multicultural groups (Tomlinson-Clarke, 
2013).  
Correspondence concerning this article 
should be addressed to Caroline Fernandes, 
College of Professional Advancement, 
Mercer University, 3001 Mercer University 
Drive, Atlanta, GA 30341. Email: 
fernandes_cm@mercer.edu
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Counselor supervision is a critical 
component in the continuous development 
of counselors’ clinical skills: case 
conceptualization, professional identity, and 
therapeutic skills, including documentation 
and establishing ethical guidelines (Bernard 
& Goodyear, 2014). Therefore, it is 
important for supervisors to be cognizant of 
diverse supervisee’s historical and current 
cultural experiences also their worldviews in 
order to facilitate professional growth and 
development (Sue & Sue, 2016). In a study  
Chao (2013) suggests in order for 
effectiveness of multicultural competencies 
to increase awareness, multicultural training 
approaches need to be based on the trainees’ 
racial-ethnic backgrounds and experiences.  
Awareness of Multicultural Competency 
in Supervision 
Addressing multicultural concerns in 
supervision respects diversity and personal 
experience so that the supervisor can bring 
out the best in the supervisee.  
For example, if the supervisee is a 
multiracial immigrant female of color with a 
diverse multicultural and spiritual 
background who has experienced sexual and 
religious oppression, it would be necessary 
in training to validate the supervisee’s 
intrapersonal experiences including ethnic 
and intrapersonal dimension of identity from 
her worldview (Fackling et al., 2019).  As 
stated in the Association for Counselor 
Supervision and Education Task Force 
Report (ACES, 2019), in order to prevent 
ethical violation or harm to supervisees, 
supervisors need to be culturally competent 
and extra cautious of microaggression, 
microinvalidation, dismissive behavior, 
sexism, including insensitivity towards other 
cultures, ethnic experiences, and identity.  
 Moreover, it is also important for 
supervisors to be aware of and recognize 
those cultural and social norms in which 
educators/mentors are highly respected and 
trusted and seen as the expert. Supervisees 
from such cultures would honor guidance 
and mentorship by being submissive and 
obedient without questioning (Evans et al., 
2014). If unchecked, this would add to the 
disproportion of power (Popejoy et al., 
2020).  Tomlinson-Clarke and Clark (2013, 
p. 4) emphasized that besides multicultural
training and self-reflections to assess biases,
it is important to immerse oneself in
ongoing cross-cultural interactions to
cultivate multicultural knowledge and
cultural empathy so that helping professions
recognize universal commonalities and
develop appreciation for cultural
uniqueness. In addition, to consider
appropriate diagnosis, supervisors would
need to identify and understand cultural and
individual characteristics that define specific
personality and life experience (Tomlinson-
Clarke, 2014).
Multicultural Issues in Supervision 
Considering the growing 
multicultural and racial-ethnic population in 
the United States, it is vital for supervisors 
to be competent in counseling clients who 
are different from themselves. This will help 
with supervising those who are culturally 
different.  This is especially relevant when 
concerns, such as stereotyping and 
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microaggression, or insensitivity to cultures, 
especially those that are not mainstream and 
have an undertone of intercultural variations, 
arise in supervision so that supervisors are 
fully aware and recognize when supervisees 
demonstrate mixed cultural values or 
upbringing (Bernard & Goodyear, 2014).  
Sue and Sue (2016), postulate the 
importance of multicultural competency to 
prevent clients from prematurely terminating 
counseling sessions when they feel their 
counselors are not able to effectively relate 
to their cultural values. In this case, it is 
easier for clients to terminate because they 
have the autonomy to do so, however, in the 
case of supervisor-supervisee relationships, 
it would not be that easy to terminate 
supervision because “the supervisee may 
feel obligated to continue an unsatisfactory 
supervisory relationship” (Fickling et al., 
2019, p. 309) due to sensitive licensure 
documentation and State Board required 
strategic paperwork.  Navigating these 
supervisor-supervisee conflict could become 
stressful for the supervisee due to 
differential of power, since the supervisor 
has the authority to decide whether or not 
the supervisee is competent to be fully 
licensed. Due to these insecurities, 
supervisees may hesitate to voluntarily 
terminate supervision (Glosoff & Durham, 
2010).  Hence, understanding the power 
differential in supervision, discussing 
differences, acknowledging cultural 
differences, and seeking appropriate training 
to bridge the gap, if any, is the responsible 
ethical best practice on the supervisor’s part 
(Colistra & Brown-Rice, 2011). 
Supporting this theory, Sue and Sue 
(2016) point out the dangers of how some 
graduate programs, in failing to address the 
issue of multicultural competency in 
counselor education, continue to produce 
inadequate supervisors who are ill-equipped 
to facilitate learning or the treatment of 
mental health issues for people of color.  
This observation would potentially be 
directed towards counseling programs that 
are not accredited by the Council for 
Accreditation of Counseling and Related 
Education Programs (CACREP).  CACREP 
accreditation acts as a watchdog for 
academic gatekeeping in counselor 
education.  CACREP standards emphasize 
the importance of thorough training in 
cultural competence to maintain a safe 
environment, conducive to learning, which 
supports development of professional 
identity, including strict standards for 
evaluation, practicum, and internship 
experiences (Council for Accreditation of 
Counseling and Related Education Programs 
[CACREP], 2019). Considering the influx of 
refugees and immigrants into the United 
States, cultural competency would not only 
benefit clients but would assist in keeping 
counseling students and supervisees safe as 
they learn to explore their strengths and 
vulnerability in counseling programs. 
Multicultural issues and cross-cultural issues 
in counseling supervision should be a 
priority for inclusion of supervisees from all 
walks of life.  
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Multicultural Issues Addressed by 
Counseling Supervisors 
According to Bernard and Goodyear 
(2014), supervisors are responsible for 
assuring that multicultural issues receive 
attention in supervision.  It is the 
supervisor’s responsibility to educate 
themselves and to address any minority 
groups, clients, and/or supervisee concerns 
that may arise (Flickling et al., 2019).  Also, 
it is the supervisor’s responsibility to ensure 
similarities and “myth of sameness” 
(Bernard & Goodyear, 1992, p. 195) do not 
overshadow their evaluation process or 
undermine cultural concerns of those 
different than them.  Supervisors should be 
equipped to assist ethnic and minority 
supervisees by attending to their ethical and 
cultural concerns (ACES, 2011, p. 8).  As 
stated by the Association for Counselor 
Education and Supervision Task Force 
(ACES, 2019), it is essential that educator, 
supervisors, and counselors are competent in 
the services they provide. The ACA Code of 
Ethics (2014) clearly states that supervisors 
must have multicultural awareness and 
understand the effect it has on supervisee-
supervisor relationship, and that supervisors 
must avoid ignorance of intercultural and 
multicultural differences in supervision by 
educating themselves to be inclusive and not 
rely on supervisees to “bear the burden” to 
educate them (Fickling et al., 2019). 
Ignoring cultural differences in supervision 
is equivalent to harming the supervisor, 
supervisee, and client relationship triad 
(Bernard & Goodyear, 2014).  
According to Erickson-Cornish et al. 
(2010), multiculturally challenging issues 
that may arise in supervision may take the 
form of unintentional “isms” and biases, 
overemphasizing/ underemphasizing cultural 
exploration during assessment, and 
insensitivity to supervisee’s nonverbal cues 
and hesitation to speak.  On the other hand, 
there are many multicultural opportunities in 
supervision, such as establishing mutual 
trust, empathy, increase in intrapersonal and 
interpersonal processing, and awareness of 
social justice and advocacy, that could 
contribute to supervisees’ growth and 
development (Colistra & Brown-Rice, 
2011). Supervisors could also benefit from 
pursuing intrinsic experiences to improve 
their lack of awareness (Flickling et al., 
2019). 
Multicultural and Social Justice Issues 
Manivong et al. (2015), stress the 
need for multicultural competency among 
counselors to evolve as society evolves due 
to the increasing need for social justice of 
the culturally diverse and marginalized 
clients. It is crucial to recognize the need of 
social justice when providing multicultural 
education and supervision to disenfranchised 
population as it is the supervisor’s 
responsibility to be current with 
sociopolitical influences that impact 
marginalized and privileged supervisees 
(Flickling et al., 2019).  Infusing social 
justice into counselor education from the 
beginning would be a productive format to 
help future counselors establish a sense of 
community and develop successful 
counseling relationships with clients and 
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supervisors (Decker et al., 2016; Mitcham et 
al., 2013).  Ceballos et al. (2012), specify 
that empathy for human suffering and 
understanding is achieved when social 
justice is incorporated into clinical 
counseling.  A holistic perspective during 
case conceptualizations helps one 
understand what it means to walk in 
someone else’s shoes which includes not 
only assessing affective, behavioral, 
cognitive, and emotional development but 
instead viewing circumstantial problems to 
remove potential oppressive environmental 
barriers (Lewis, 2011).  Furthermore, 
following the ACA framework would also 
help supervisors to better understand the 
multicultural, sociopolitical, religious, 
economic, and systemic factors that 
contribute to the microcosm of their 
supervisees (Fickling et al., 2019). 
Multicultural Issues and Cyber 
Supervision 
The increasing use of technology in 
higher education and the recent COVID-19 
pandemic  has dramatically increased the 
need for cyber-supervision, “a clinical 
supervision of psychological services using 
digital tools through a synchronous audio-
video format in which the supervisor is not 
located in the same physical location as the 
trainee” (Nadan et al., 2020, p. 998; 
Pennington et al., 2019). Research using 
Asynchronous (online at different times) 
cyber-supervision and synchronous (live 
online supervision) cyber-supervision has 
shown to promote critical thinking, 
inclusion, lower supervisees’ anxiety, and 
increase a psychological sense of safety and 
confidence (Bender & Dykeman, 2016). 
During the COVID-19 pandemic online 
counseling and supervision has helped 
extend mental health support and continued 
supervision (Nadan et al., 2020).  
Technology promotes learning and 
understanding of intersectionality and 
cultural phenomenology which stretches 
beyond geographical location and 
classrooms (Meekums et al., 2017; 
Pennington et al., 2019).  Technology can be 
the bridge that creates intercultural 
understanding and growth; however, both 
supervisors and supervisees need to be 
cognizant of telemental health counseling 
ethics and ensure that professional ethical 
guidelines, best practices and laws are 
respectfully implemented (Herlihy & Corey, 
2006).  An additional benefit of using 
synchronous cyber supervision is the ability 
to invite competent multicultural supervisors 
as adjuncts into the training, allowing  the 
supervisor to simultaneously observe and 
provide synchronous feedback to 
supervisees without interrupting the active 
therapeutic process (Bernard & Goodyear, 
2014; Nadan et al., 2020).  
In an experiential study using 
PractiZoom, a Zoom cyber supervision 
platform for practicum students, the 
emphasis of the study was to provide 
uninterrupted therapy for families during 
COVID-19.  The Marriage and Family 
counseling supervisors of Barcai Institute in 
Israel, reported successful training and 
learning opportunities for their students 
where online ethical guidelines were clearly 
implemented and privacy of clients 
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maintained. All participants, including 
senior educators who were new to cyber 
supervision expressed positive satisfaction 
of this experience as use of the cyber 
platform was empowering and non-intrusive 
(Nadan et al., 2020).     
Best Practices in Multicultural 
Supervision 
Best practices guidelines, based on 
evidence, provide valuable and ethical 
implications for supervisory competencies 
(Borders, 2014).  The ACES Task Force 
report (2019) clearly states that supervisors 
should explore their cultural identity, values, 
beliefs, including issues of power and 
privilege with regards to counseling and 
supervision. Supervisors are to keep up with 
the latest research, scholarly literature, 
social, and political issues to stay relevant 
with current topics impacting supervisees 
and their clients. Code 6: a; Diversity and 
Advocacy Considerations (ACES, 2019), 
also mandates that “supervisors should 
recognize that all supervision is 
multicultural supervision” (p. 8) and that in 
the initial supervision session supervisors 
should address “issues of culture, diversity, 
power, and privilege” within the supervisor-
supervisee counseling relationships 
(Guideline 6: Diversity and Advocacy; a.i., 
p. 8). Best practice for multicultural
guidelines also includes encouraging
“supervisees to raise difficult topics
pertaining to social advocacy issues” to
enforce open discussion and screen for
explicit or implicit biases that may
potentially hinder the therapeutic process
(Guideline 11: The Supervisor, p. 13).
Supervisors should partake in continuing 
education classes focused on multicultural 
competency, regularly self-evaluate using 
the Multicultural Supervision Scale, and, 
when in doubt, be open and willing to 
consult with peers whenever necessary 
(Guideline 11: The Supervisor, p. 13). 
Conclusion 
There is no denying the face of this 
country has forever changed. The growth of 
immigrant, refugee, international students, 
and professional populations has 
contributed to the growing complexity of 
multiracial, multicultural, and multiethnic 
issues.  Other issues such as physical 
disability, emotional, and mental health 
issues, need to be treated with the same 
awareness as multicultural issues (Colistra 
& Brown-Rice, 2011).  The emergence of 
recent socio-political, racial-ethnic, social 
advocacy, including the growing trend of 
“cancel culture”, where one is “canceled” or 
“unsupported" for their opposing viewpoint 
(Douglas, 2019), has forever changed the 
trajectory of our country.  Awareness of 
mental health issues and the need to support 
multicultural mental health for minorities is 
rapidly growing and highlights the gap in 
multicultural training and development in 
the counseling field during this time.   
Moving forward, it is imperative that 
graduate programs focus on inclusion and 
intentionally train counseling students by 
challenging their biases and limitations and 
encouraging cross cultural immersion early 
in the process (Barden et al., 2014; 
Tomlinson-Clarke, 2013; Fickling et al., 
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2019).  Supervisors should encourage 
supervisees to go deeper and explore their 
intrapersonal biases in order to strengthen 
their interpersonal relationships with clients 
and their professional peers (Sue & Sue, 
2016). Supervisors need to increase 
gatekeeping to assess clinical impairment 
for those who resist professional and 
personal growth (Glance et al., 2012). 
Creating CACREP accredited core courses 
on social justice and advocacy early on in 
the Master’s counseling education program   
would enhance student’s awareness and 
promote students to be informed and ready 
for their practicum and internship rather than 
being unprepared with inadequate or limited 
training (Ceballos et al., 2012).    
The growing awareness of 
multiculturalism and diversity in the United 
States signals a need to modify our existing 
cultural lens and refocus attention on 
professional behavior development that is 
holistic and inclusive.  Eliminating the 
existing ill-prepared mental health 
professionals, who were the direct result of a 
culture-bond and biased training system 
(Sue & Sue, 2016), would be a great start 
toward a constructive direction in training 
mental health professionals who are 
inclusive and socially connected.  
Understanding that evidence-based practices 
may not always work with diverse cultural 
minority groups, but also understanding that 
they do provide a network of information 
one may select from and modify for 
implementation when needed.  Considering 
the upward trajectory of multicultural, 
multiracial, and multiethnic growth in 
western countries, it would be beneficial to 
develop a synthesis of multicultural 
supervision models for mental health 
professions.  Addressing intrapersonal 
challenges and making the covert overt 
would help professionals and the overall 
mental health system to shift, thereby 
creating a ripple effect of change within the 
political, socio-economic, educational, and 
spiritual paradigm of society. As discussed 
by Bender and Dykeman (2016), taking 
advantage of technology to bring the ancient 
knowledge of harmony and togetherness 
would help support a productive holistic 
lifestyle and would also support future 
generations. 
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Abstract 
Worries about one’s health, while ubiquitous, can for some become quite distressing. Health 
anxiety occurs when one becomes focused on symptoms and fears they may become ill or die. 
This often overtakes their life due to continued worry. They often spend an inordinate amount 
of time and effort to seek answers. Other aspects of their life are placed in the periphery or 
abandoned. Traditional approaches are aimed at symptom relief. While effective for some, 
others continue to struggle. A more novel approach that aims to look at the client both 
holistically and individualistically can address much more than symptom amelioration. 
Counseling clients with health 
anxiety (HA) can be challenging. To begin, 
it is considered a treatment resistant 
condition (Ansari & Siddiqui, 2014). 
Additionally, many HA clients can have 
poor insight, often believing symptoms are 
attributable to a medical rather than a 
psychological issue (Abramowitz et al., 
2010). HA drives clients to overestimate the 
severity of symptoms and illness (Weck & 
Höfling, 2014). Data suggests those with 
HA report lower quality of life and more 
functional impairment (Doherty-Torstrick et 
al., 2016). These factors, along with often 
seen co-occurring disorders (Starcevic, 
2014) can make HA concerns difficult for 
counselors. With this in mind, the aim of the 
present article is to provide counselors a 
way of approaching clients with HA. It is 
hoped the approach outlined and 
demonstrated in the accompanying case 
illustration will afford counselors the 
confidence and competence to address 
health anxious clients. 
Overview of Health Anxiety 
A majority of Americans regard their 
personal health as very important. In fact, a 
national survey found that almost 60% of 
respondents were “…paying more attention 
to personal health than in the past…” 
(Friedman, 2013). Health equates to 
security, the ability to care for one’s self and 
family (Furer et al., 2007). Websites such as 
WebMD, MedlinePlus, and Mayo Clinic 
have become popular access points to 
address health concerns.  
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A Pew Research Center survey 
found more than a third of Americans used a 
medically focused website to explore one or 
more medical concerns (Fox & Duggan, 
2013). Two studies conducted in Germany 
found about 20% of those in the general 
population as well as those presenting in 
primary care settings presented with 
concerns related to their health absent any 
physiological cause (Hiller et al., 2006; 
Steinbrecher et al., 2011). One’s 
health, good or poor, is inexorably tied to 
relationships, occupation, income, and of 
course quality of life (Kansky & Diener, 
2017). Furthermore, anxiety about one’s 
health can, for some, become a significant 
source of distress (Sunderland et al., 2013). 
This chronic and persistent worry can 
develop in some to such an extent that it 
causes clinically significant distress 
(American Psychiatric Association [APA], 
2000, 2013).  
The previous iteration of the 
Diagnostic and Statistical Manual of Mental 
Disorders (DSM) listed those with having 
health anxiety as hypochondriasis (APA, 
2000). The most recent DSM replaced 
hypochondriasis with two separate 
disorders. Illness anxiety disorder (IAD) and 
somatic symptom disorder (SSD) (APA, 
2013). Illness anxiety disorder is 
characterized by excessive worry about 
having or developing a potentially life-
threatening medical illness. Actual 
symptoms may or may not be present. If 
they are present, the symptoms are not 
significant. IAD results in substantial 
maladaptive thoughts and behaviors to 
address the fear of becoming ill. Some 
individuals with IAD may overutilize 
medical professionals while others may 
eschew medical professionals for fear of a 
negative report (APA, 2013). Neither of 
these strategies are particularly effective in 
addressing their distress. Additionally, IAD 
clients may often avoid activities they feel 
may exacerbate a feared illness.  
Somatic symptom disorder refers to 
concerns associated with somatic complaints 
(APA, 2013). Often, there are several 
physical ailments. Those with SDD evaluate 
their symptoms as dangerous and even 
potentially fatal. They become preoccupied 
with their symptoms and perseverate on 
symptom meaning. Other activities may be 
crowded out due to excessive thoughts and 
persistent anxiety (APA, 2013). The 
prevalence rate for those with IAD is 0.1% 
(Newby et al., 2017). For those with SDD, it 
is 5% to 7% of the general population (APA, 
2013). IAD and SSD are included in the 
section titled “Somatic Symptom and 
Related Disorders” in the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth 
Edition (APA, 2013, p. 309). A diagnosis of 
hypochondriasis often carries significant 
stigma (Brakoulias, 2014). There is some 
thought that replacing the word 
hypochondriasis, as well as separating the 
symptomology into IAD and SSD, may lead 
to better understanding and possibly 
treatment of both (Brakoulias, 2014; Newby 
et al., 2017).  
However, it should be noted that 
Newby et al. (2017) reported that IAD or 
SSD diagnoses share common features such 
as health worry, maladaptive thoughts and 
behaviors, chronicity, and age of onset. 
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Furthermore, Bailer et al. (2016) found more 
similarities than differences between the two 
disorders. Research indicated co-morbidity 
for IAD and SSD with panic disorder and 
generalized anxiety disorder for SSD (Bailer 
et al., 2016) and major depressive disorder 
(Newby et al., 2017). IAD had co-morbidity 
with major depressive disorder, although 
less so than with SSD (Bailer et al., 2016; 
Newby et al., 2017). Haug et al. found SSD 
co-morbidity with both depression and 
anxiety (2004) as well as HA and substance 
use (Jeffers et al., 2015). Furthermore, HA 
may be implicated in the development of 
obsessive-compulsive disorder (Furer et al., 
2007). 
Due to the overlap in symptomology 
of IAD and SSD, the term health anxiety 
(HA) will be used to refer to symptoms of 
either disorder for the remainder of this 
article. “Health anxiety is a term for mild-
severe presentations of illness worries…” 
(Doherty-Torstrick et al., 2016, p. 391). We 
respect the decision to split the previous 
diagnosis of hypochondriasis into IAD and 
SSD and acknowledge the differences 
between the two diagnoses. However, we 
find the overarching distress over one’s 
health, the impact HA has on one’s level of 
functioning, and their quality of life to be 
most relevant to the present article. 
Implications of Health Anxiety 
Clients who suffer with HA can 
present with a variety of complaints. For 
example, HA clients may overutilize 
medical services such as emergency 
departments, community health clinics and 
their personal physicians. In fact, these 
individuals utilize both inpatient and 
outpatient services at twice the rate as those 
without HA (Barsky et al., 2005). Tyrer et 
al. (2011) found that across numerous 
medical disciplines, almost 20% of those 
presenting for medical care also 
demonstrated HA concerns. Additionally, 
the healthcare costs and service utilization 
for those with HA can be significant (Barsky 
et al., 2001; Fink et al., 2010; Lipsitt, 2015). 
However, for medical providers who may 
not able to reassure patients, this can lead to 
poor doctor-patient relationships (Noyes et 
al., 2010).  
The use of the internet for health 
information is also significant. Almost 90% 
of Americans utilize the internet (Anderson 
et al., 2018). As mentioned previously many 
of those utilize health-based websites. For 
many, this access to health information is 
quick and convenient. Though for others 
who struggle with HA, this can be 
problematic. A study conducted by Doherty-
Torstrick et al. found that distress actually 
increased during and after health-related 
online searches (2016b). In fact, the term 
cyberchondria has entered the literature 
related to HA (Doherty-Torstrick et al., 
2016; Muse et al., 2012; Poel et al., 2016).  
Paradoxically, avoidance has also 
been seen in those with HA (Doherty-
Torstrick et al., 2016a). Specifically, HA 
clients may avoid activities and engage in 
safety behaviors to assuage anxiety and 
fears. Among these may be physical 
exertion, visiting friends who may have an 
illness, routine medical check-ups 
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(Abramowitz & Braddock, 2011; Bouman, 
2014; Doherty-Torstrick et al., 2016a). 
Standard Heath Anxiety Approaches 
Approaches for those suffering with 
IAD/SSD most cited in the literature are 
cognitive-behavioral therapy (CBT) (Allen 
et al., 2006; Barsky & Ahern, 2004; 
Kroenke, 2007), short-term psychodynamic 
(STPD) approaches (Abbass et al., 2009), 
exposure therapy (ET), and exposure and 
response prevention (ERP) (Asmundson et 
al., 2010; Weck et al., 2015a). Several small 
studies using a variety of medications have 
also shown some efficacy (Asmundson et 
al., 2010). However, CBT, STPD, ET, and 
ERP are based on research that assumes 
commonality across participants and groups. 
Additionally, in spite of these evidence-
based approaches, many clients do not get 
better (Lovas & Barsky, 2010).  
Empirically based approaches may 
not always be the best for those with 
complicated needs such as those with HA 
(Haynes & Williams, 2003). Furthermore, 
the aforementioned approaches are largely 
based upon DSM criteria for IAD and SSD 
alone. We assert that those with HA have 
other potential diagnoses that may need 
attention. Among these are anxiety, 
depression, obsessive-compulsive disorder 
and substance use (Jeffers et al., 2015; 
Starcevic, 2014; Scarella et al., 2016). 
Lastly, HA clients often have concerns, 
histories, and assets that may contribute, 
exacerbate, and possibly even mitigate their 
symptoms. These additional factors may 
make standard approaches inadequate for 
counselors working with HA. For these 
reasons, we think a more individualized and 
holistic approach may prove beneficial. 
Nomothetic Versus Idiographic 
Approaches 
Nomothetic and idiographic 
approaches have been the subject of 
deliberation for quite some time (Salvatore 
& Valsiner, 2010). While it is beyond the 
scope of the present article to settle the 
debate, some basic information may prove 
valuable. Nomothetic knowledge and 
approaches focus on taking data on sample 
populations and generalizing it to larger 
populations. Essentially, those who develop, 
and practice nomothetic approaches seek to 
put a disorder into remission. In other 
words, these types of approaches are 
“disorder-focused treatments” (Persons, 
2013, p. 3). Furthermore, nomothetic 
approaches tend to assume homogeneity, or 
common to all (Robinson, 2011). Most 
empirically supported treatments (ESTs) fall 
into the nomothetic category and tend to be 
protocol or manualized (Persons, 2013). 
These approaches allow for uniformity and 
consistency towards individual clients 
presenting with the same disorders. This is 
not to disparage them or challenge their 
efficacy. However, this is not to assume that 
nomothetic approaches are the only option 
or for that matter, best. 
Idiographic knowledge, and hence 
approaches, begin from a decidedly different 
perspective. It is person-specific and 
assumes heterogeneity (Beltz et al., 2016).  
Idiographic refers to “…the aspects of 
Peters & Gonzalez-Wong 
71 
subjective experience that makes each 
person unique” (Pagnini et al., 2012, p. 1). It 
also explores differences within an 
individual over time (Beltz et al., 2016). 
When looking through an idiographic lens at 
clients and their problems, counselors can 
get a much more detailed and richer picture. 
In addition, it allows for a more tailored and 
client problem-specific approach as opposed 
to standardized approaches such as 
cognitive-behavioral therapy. Finally, 
coming from an idiographic perspective may 
be beneficial for clients with complex 
presentations. In fact, the DSM-5 states, 
“…case formulation for any given patient 
must involve a careful clinical history and 
concise summary of the social, 
psychological and biological factors that 
may have contributed to developing a given 
mental disorder” (APA, 2013, p. 19). 
Idiographic Case Formulation with 
Health Anxious Clients 
Many struggling with HA are in 
persistent distress (Asmundson et al., 2010; 
Hiller et al., 2006). As mentioned 
previously, HA symptoms and their 
consequences can have deleterious effects 
on clients. As with many anxiety disorders, 
if not addressed the anxiety can become 
tenacious. Furthermore, HA clients may fuse 
various aspects of past, present and future, 
and thus have difficulty moving forward. 
Importantly, given the inherent differences 
in clients and the dynamism of client’s lives, 
a nomothetic approach may not be the best 
course. We propose an idiographic approach 
that focuses on more than symptoms. This 
design permits a holistic and 
multidimensional picture of those with HA. 
This in turn allows for a very individualized 
approach to addressing HA clients. For 
clients with HA who often are defined by 
symptoms, an approach that examines 
clients from multiple perspectives may 
provide a less pathological and more 
empowering path towards wellness. 
Furthermore, as Bolton (2014) points out, an 
approach to a problem should, among other 
actions, “…encourage us to tell better, 
thicker stories” (p. 182). 
Five Ps Approach to HA 
Weerasekera (1993) developed a 
four-factor model of case formulation for 
use in psychiatry. This model includes (1) 
predisposing, (2) precipitating, (3) 
perpetuating, and (4) protective factors. It 
examines clients from multiple perspectives; 
biologically, psychologically, and 
systemically. System, in this context, refers 
to “…areas outside the individual that have 
a significant impact on day-to-day life” 
(Weerasekera, 1993, p. 351-352). This 
approach to addressing clients encompasses 
the whole person, their environment, and 
any other factors that may impact their lives. 
It allows for a more dimensional view, 
rather than a categorical view.  This 
multidimensional view looks at not only 
symptoms, but various aspects related to HA 
client’s expressed concerns (Furer et al., 
2007).  
Macneil et al. (2012) expanded upon 
the four-factor model (Weerasekera, 1993) 
and developed the Five Ps. The Five Ps’ 
approach is a short expansion on 
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Weerasekera’s model of case formulation. It 
is comprised of (1) presenting problem, (2) 
predisposing factors, (3) precipitating 
factors, (4) perpetuating factors, and (5) 
protective factors, (Macneil et al., 2012). 
The addition of presenting problem as the 
first P works especially well with HA 
clients. Their singular and overriding 
concern is often worry over their health. 
This becomes the natural starting point for 
exploring subsequent factors. The remaining 
factors, along with the presenting problem, 
permit the counselor and client to formulate 
a plan of action that can be tailored to the 
client’s needs. 
In addition to symptoms, the Five Ps 
examines areas that can impact their 
symptoms and quality of life. Standard HA 
approaches addresses symptomology related 
specifically to that disorder (Persons, 2013). 
They may not address the previously cited 
co-morbid disorders.  The Five Ps’ approach 
takes a much larger view of the client. It 
examines several dimensions and how they 
intersect with, potentially contribute to, and 
even exacerbate clients’ distress. It also 
explores factors that can mitigate against the 
anxiety of their health status and 
accompanying distress. Most important, this 
approach allows flexibility and adaptability 
of strategies, where most nomothetic 
approaches do not. Approaches such as the 
Five Ps has been discussed in psychiatry and 
psychology literature but has yet to be 
explored for use in counseling specific 
literature (Macneil et al., 2012; Persons, 
2013). To better understand the Five Ps’ 
utility for HA clients, we present the 
following case illustration. It shows how 
counselors can examine and intervene at any 
factor deemed relevant to clients’ needs. It 
should be noted this particular case 
conceptualization is a composite of several 
clients who have presented with HA. 
Case Illustration 
Nan is a 32-year-old married mother 
of two children. She presents to counseling 
with symptoms suggestive of health anxiety. 
These include intense worry and fear related 
to some stomach problems, fatigue, and 
occasional headaches. Nan has seen 
numerous healthcare professionals, 
undergone various diagnostic tests, and 
searched many medical websites with no 
answers or relief. She seems convinced there 
is an undiagnosed illness that if not 
addressed, will cause her eventual death. 
These concerns have caused her to curtail 
and at times, cease physical activities with 
family and friends for fear of exacerbating 
her health issues. Nan has gone on an 
extended leave of absence from her 
employment and has increased her alcohol 
consumption to alleviate her fears. Her 
husband and children are “fed up” and there 
is often tension in the home, thus 
exacerbating her anxiety. In fact, she often 
seems to be defined by her symptoms and 
concomitant fears. 
Presenting Problem 
The presenting problem is what the 
client sees as currently most pressing and 
distressing. For Nan, it is perseverating on 
her health issues and fears she may become 
so ill that it will be too late for any medical 
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intervention. She has difficulty sleeping, 
concentrating, and her appetite has 
decreased. She finds it almost impossible to 
shake off her worries for more than a short 
time. The counselor validates and 
normalizes her concerns. The counselor then 
provides basic psychoeducation about 
anxiety such as its causes, its prevalence and 
some breathing techniques. The counselor 
allows Nan to express her worries without 
judgment and Nan experiences some relief 
as the counselor stays in the present with 
her. 
Predisposing Factors 
The focus here is on those aspects 
that may put the client at risk for developing 
HA. Nan has a family history of anxiety. 
She also reports a childhood illness that 
included minor complications; specifically 
having measles that led to nausea, vomiting, 
and a middle ear infection. Nan also reports 
a father who was very suspicious of modern 
medicine and often used home remedies to 
treat illnesses. The counselor provides some 
additional psychoeducation on anxiety and 
the hereditary and environmental links. Nan 
and the counselor discuss the impact of past 
experiences on the present and how familial 
influences have carried into adulthood.  Nan 
reports that she had never considered this 
connection and that it helps her make sense 
of her experiences. 
Precipitating Factors 
Precipitating factors explores 
significant occurrences that preceded or 
triggered the presenting problem. In the case 
of Nan, after visiting healthcare 
professionals, she would seek out 
information on various medical websites, 
which would increase her anxiety and fears. 
She also reached out to her mother for some 
information on her childhood illnesses 
which increased her distress due to her 
mother’s past history of anxiety and high 
emotionality. The counselor shares with Nan 
that seeking out answers to perceived health 
concerns can often increase the very 
concerns one is trying to address. Nan and 
the counselor discuss how her family’s 
response can exacerbate her anxiety and Nan 
tells the counselor about past unhelpful 
conversations she has had with family 
members. The counselor offers to engage in 
some brief role plays to help Nan express to 
her family what she needs from them in 
order to freely express to them, for her, what 
are legitimate concerns. 
Perpetuating Factors 
Perpetuating factors are features that 
continue the presenting problem that are 
unique to each individual. For Nan, this 
involves isolating herself, her increased use 
of alcohol, her ruminations about past 
relatives who developed serious illnesses, 
and her very real fears of dying. The 
counselor and Nan discuss the challenges 
and potential implications of alcohol use.  
Nan reports that when she drinks, she 
experiences temporary relief from her health 
anxiety, but afterword experiences increased 
anxiety when she considers the potential 
impact on her liver. Nan and the counselor 
explore her isolation. Nan acknowledges the 
more she isolates herself, the more she 
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ruminates about her death and the more 
strained her familial relationships become. 
The counselor explores with Nan the 
transient effects of alcohol and the potential 
reinforcing effects of alcohol, which may 
actually increase her use. In addition, the 
counselor explores the notion of attentional 
bias as instrumental in her ruminations. 
Furthermore, the counselor uses mindfulness 
techniques to help Nan just ‘notice’ her 
health anxiousness and move towards 
valued goals. The counselor also engages in 
a logical analysis of the evidence that her 
symptoms, while real and distressing to her, 
leads to death. 
Protective Factors 
The counselor begins to investigate 
resources and/or supports that may alleviate 
or temper Nan’s distress. The counselor 
inquiries about Nan’s support system. Nan 
reports that when she spends time doing 
activities with her children, she does not 
spend as much time worrying about her 
health.  She reports that she has a good 
friend that encourages her and lifts her up. 
Nan mentions that she wants to schedule a 
weekly coffee meeting with her friend to 
maintain and strengthen that connection. 
The counselor invites Nan to explore how 
she has overcome other anxiety-provoking 
situations in the past. Nan reports that after 
the death of a long-time friend, she found 
comfort in a grief support group. Nan tells 
the counselor that when she attended the 
support group, she realized how resilient she 
was, a strength she had not considered 
before. Nan considers the possibility of 
attending a local anxiety support group.  The 
counselor and Nan explore previously 
enjoyable activities. Nan explained that she 
used to enjoy bicycling and the benefits she 
received from this activity.  Nan reported 
that she stopped bicycling due to her fear of 
being in an accident and injuring herself.  
The counselor invites Nan to develop 
alternative options and Nan considers 
attending a stationary cycling class. Nan 
reports that she feels a bit hopeful as she and 
the counselor discuss her strengths and 
assets instead of perseverating on her 
liabilities. 
Interventions 
After addressing the 5 Ps, the 
counselor now has a thorough and very 
individualized way of conceptualizing and 
addressing Nan’s HA.  The counselor 
implements strategies and interventions that 
are tailored to Nan’s experiences, allowing 
for flexibility in counseling sessions. It 
allows for movement in and across a wide 
variety of strategies or combining a variety 
of therapies (Weerasekera, 2013). The 
counselor considers Nan’s consuming HA is 
amenable to an overall narrative approach. 
The counselor considers Nan’s alcohol use 
and assesses the severity of her use. Nan’s 
use indicates a slight problem and the 
counselor utilizes motivational interviewing 
techniques to address this concern. The 
counselor and Nan consider the possibility 
of a family session if familial discord 
persists. The strategies can be used upon 
completion of the Five Ps. In the case 
presented, strategies such as 
psychoeducation, acceptance and 
commitment therapy, and cognitive-
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behavioral therapy, and solution-focused 
therapy could be seen. 
Discussion 
Implications for Counselors 
Counselors working with HA clients 
may find this approach beneficial. To begin 
with, it allows the counselor to get both a 
broader and deeper picture of HA clients. 
While the presenting concern is likely to be 
the HA and symptoms, counselors can 
examine the various factors that contribute, 
exacerbate, and mitigate HA suffering. 
Addressing those factors many alleviate 
some of the HA symptoms. Highlighting the 
protective factors may help empower clients. 
Using the Five Ps approach does not require 
any advanced training and can be used by 
novice or seasoned counselors. Using the 
Five Ps to a challenging population such as 
those with HA may both increase counselor 
competence and counselor alliance. These 
are two factors positively correlated with 
HA outcomes (Weck et al., 2015b). 
The Five Ps is very intentional in its’ 
presentation. As each factor is explored and 
information shared by the client, the 
counselor develops a deeper, thicker and 
more individual picture of their client. In 
addition, the Five Ps allow counselors to 
intervene at any point and utilize a variety of 
strategies as they see fit to best meet the 
needs of their client. 
Limitations and Recommendations for 
Further Study 
It should be noted that this approach 
to HA clients has not been empirically 
tested. Research on its efficacy and 
practicality would most certainly provide 
valuable information. A potential approach  
would be to initially administer a measure 
such as the Short Health Anxiety Inventory 
(SHAI)(Abramowitz et al., 2007). Once 
completed, then using the Five Ps as clients 
are engaged in counseling, they can be 
administered another SHAI to measure 
progress. Another potential area of inquiry 
would be to utilize the SHAI to participants 
and compare the Five Ps to other stand-
alone interventions.  
Those who struggle with HA can 
present challenging issues and their 
concerns often impact virtually every aspect 
of their life. HA clients have often seen 
numerous healthcare professionals, searched 
medical websites, and likely met with 
mental health professionals. Treating the 
symptoms via standard approaches such as 
CBT may be helpful. However, coming 
from an idiographic perspective allows for 
flexibility and modifications as necessary. It 
affords a way to approach the client that 
does not simply focus on symptoms, but the 
client holistically.  It can be used in 
conjunction with any other approach. The 
idiographic nature of this approach may fit 
well with this population who are often 
considered very difficult to treat (Ansari & 
Siddiqui, 2014; Asmundson et al., 2010).  
Finally, HA clients may present with 
additional concerns related to the current 
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COVID-19 pandemic. Guidelines such as 
mask wearing, social distancing, and 
attention to hygiene practices may reinforce 
and possibly exacerbate HA symptomology. 
Furthermore, the significant focus on 
COVID-19 via social media and the 24-hour 
news cycle may increase HA distress. 
Consequently, counselors should be mindful 
of these added stressors as they implement 
the Five Ps into their practice with HA. 
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